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ABSTRACT

Nurses are an important component of primary medical care, and patient
education is a common and important role of most nurses. Patient education and positive
role modeling by nurses have the potential to influence patients' life style �hoices and the
serious diseases that may be affected by those choices.. A greater understanding of the
ways nurses think about their own health could help facilitate healthier choi�es for them
and in their patients. The purpose of this inquiry was to examine the experiences,
attitudes and beliefs of student nurses related to their personal health, and to investigate
those experiences, attitudes and beliefs as they relate to their education, relationships,
values and career choice. The purpose was achieved through phenomenological
interviews with eleven senior nursing students, nine females and two males, encouraging
them to provide in as much detail as possible their attitudes and values about their
personal health. The interviews were tape recorded, transcribed verbatim, and
phenomenologically analyzed. A thematic structure emerged such that the nursing
students experiences were represented by the four interrelated themes of caring for myself
/caring/or others; I control my health/ my world controls my health; I have energy/ I'm
tired; andfeeling good/ looking good. The contextual grounds for the themes that

emerged during the analysis were the Body and Time. This structure was presented in
terms of its relationship to health education, other research and to current theory.
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CHAPTER ONE

Introduction

Opening Remarks
The impact of personal health on life's quality and longevity is self-evident. The
medical community encompasses vast knowledge of the way one's personal habits and
behavior bears on individual health, and this information is regularly shared by nurses
and other health practitioners with individuals who seek information to improve their
health condition. Nurses are an important component of primary medical care in a
variety of settings, and patient education is a common and important role of most nurses.
Patient education and positive role modeling by nurses have the potential to influence
patients' lifestyle choices and the serious diseases that may be affected by those choices.
Our United States health care system has evolved into one that places increased
responsibility on patients for their own health so that the influence c;>f patient education
has become increasingly important. Ideally, the training and education that is provided to
each student nurse includes an excellent exposure to health related practices, and
experience during the clinical portion of nurses training exposes the student to first hand
knowledge of the relationship between lifestyle and disease.
Typical didactic education for nurses includes anatomy, physiology, pathology,
and disease process�. and the relevance of risk factors for diseases are either provided
through the academic program or could be derived from the nursing experience. It may
be assumed that the student nurse possesses medical information beyond the average
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citizen, and thus it could be hypothesized that nurses and nursing students would practice
a healthier lifestyle than the average citizen.
While the behavioral influence of other factors such as habit, socioeconomic
status, self-esteem and motivation are not entirely clear, some factors that do influence
the health behaviors of nurses have been recognized such as stress (Shriver & Scott
Stiles, 2000; Rosenberg, 1990) and free time (Connolly, Gulanick, Keough & Holm,
1997). It stands to reason that information about maintenance of good health through
education composes a very strong basis from which an individual may begin to make
healthy choices.
Belloc, Breslow, and Hochstim (1971) completed a landmark study that used a
random sample of nearly 7000 adults in America to determine "common good health
practices." These practices included adequate sleep, regular physical activity, avoidance
of tobacco, and moderate alcohol consumption. These behaviors were significantly
associated with improved health for all ages in both men and women. The World Health
Organization (1986) has supported the fact that individual behavior influences personal
health.
According to a study by McGinnis and Foege, (1993) about half of all deaths in
the United States are linked to behaviors that can be changed. The predicted likelihood
of developing coronary heart disease, stroke, or diabetes by aged 65 in an overweight,
heavy smoker is about 58% (Jones et al, 2002).
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Purpose Statement
The purpose of this inquiry was to examine the experiences, attitudes, values, and
beliefs of student nurses related to their personal health. The purpose was achieved
through phenomenological interviews with senior nursing students, encouraging them to
provide in as much detail as possible their experiences, attitudes, and values about their ·
personal health. Through analysis of the interviews, a thematic structure emerged. This
structure will be presented in terms of its relationship to health �ucatio.n, other research,
and to current theory.

Need for Study
According to the Center for Disease Control (2003), several of the leading causes
of death including heart disease, stroke, cancer and diabetes are linked with specific
health behaviors including inactivity, being overweight, eating a diet deficient in fruit and
vegetables, use of tobacco and alcohol, and lack of preventative care. The Center for
Disease Control derives much of its data through the Behavioral Risk Factor Surveillance
System, which is a telephone survey conducted in all states and is the largest of its kind in
the world.
Consider the following data retrieved from the Center for Disease Control:
•

In 2000, the leading causes of death in order beginning with the largest were heart
disease, cancer, stroke, lung disease, injuries and diabetes.

•

In 2000, 709,540 deaths in the United States were attributed to heart disease,
551,000 to cancer, 167,000 to stroke, 122,000 to lung disease, and 69,000 to
diabetes. These accounted for about 68% of all deaths.
3

•

In 1998, heart disease was responsible for about 460,000 deaths in the United
States. More than half of these were women.

•

In 1999, 172 out of every 100,000 persons in the United States died due to a
cardiovascular related disease.

•

In 1995, smoking was responsible for about 430,000 deaths in the United States,
and alcohol was responsible for about 81,000 deaths. Smoking was responsible
for more deaths than suicides, homicides, illicit drugs, motor vehicle accidents,
alcohol, and AIDS combined.

•

Seven of ten Americans who die each year die because of a chronic disease, and
many of these chronic diseases are linked to health habits. -

•

In 2000, the direct medical costs associated with physical inactivity were $76
billion.

•

In 2001, approximately $300 billion was spe· nt on cardiovascular diseases.

•

The ·estimated direct and indirect costs associated with smoking exceed $68
billion dollars annually.

•

The direct and indirect costs of diabetes are nearly $100,000 billion each year.

•

More than 90 million people in the United States live with chronic illnesses.

• Chronic disease accounts for about 70% of all deaths in America, and about 75%
of the nation's health care costs.
The beliefs, attitµdes and practices of mirsing students regarding healthy
lifestyles may influence their patients in at least two ways: first, because they will serve
as role models for their patients, and second, because what they believe and value about
4

their health will influence the type and emphasis of the information they deliver to
patients (O' Shea and Norman, 1984; Ogden, 1996). In order for nursing students to
become effective deliverers of information about personal health, the students must be
educated about the risks of certain health habits and must believe that the information
delivered to their patients is true. Ideally, student nurses would value and practice those
beliefs, incorporating them into their everyday living both at home and on the job.
In summary, there appear to be clear links between health education, health
behavior, and health practices such as a healthy diet, regular exercise, seat belt use,
smoking, and alcohol consumption. Nursing students will provide a major role for
delivery of the education related to these health related practices. While the strength of
each link is unclear, it is obvious ·that education and behavior in may influence the status
of serious diseases such as cancer, heart disease, diabetes, strokes and accidents, which
together account for the major proportion of all deaths and disabilities in later adulthood.
Therefore, each student's belief system about health and how those healthy behaviors are
practiced has potential to impact the many patients who seek out the counsel of the nurse,
so it is imperative that knowledge is sought to describe and explain the way nursing
students view their personal health and health behaviors.

Research Question
This study investigates the experiences and meanings that nursing students
h_ave related to their personal health. The researcher's interests lie in the roles of
education and moral development in shaping the beliefs, values, and behaviors
that nurses have about their personal health. The research question being asked
5

within this inquiry is: What are the experiences of student nurses related to their
personal health?

Limitations and Delimitations
The purpos.e of this inquiry was to examine the experiences, attitudes and beliefs
of student nurses related to their personal health. Through the interview process,
participants were asked to describe their experiences related to their personal health. The
study was delimited to English-speaking student nurses who were willing to verbally
describe these experiences through the interview process.
The study was limited to those student-nurse participants in their senior year of
the nursing program who physically possessed the verbal ability to describe their.
experiences to the interviewer. The researcher acknowledges that any person's
contribution of their experience about personal health may be equally valuable including .
both health practitione� and members of the general public as well. .
Assumptions
It is important for the researcher to expose the biases and assumptions relevant to
the study because it is realized that those assumptions cannot be eliminated, and they may
be difficult for the researcher to place in abeyance. The nature of the examination of
.

.

subjective data during qualitative research requires the researcher to personally examine
him or herself, a phenomenological process known as epoche, ' and then express the
biases and assumptions in order that the reader may view and consider them along with

the research findings. This process is critical to avoid any rush to judgment of the part or'
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the researcher or the reader, and it is necessary to proceed toward the creation of valid
results. The researchers assumptions are that:
1. Nursing students h�ve adequate education and experience to understand the
importance of health enhancing behavior.
2. Nursing students may not always apply knowledge about healthy·living to their
personal health.
3. Education about healthy living provides a basis from which to begin healthy
practices.
4. Factors other than education influence healthy behaviors.
5. There is a relationship between some behaviors and the individual's moral
development and value system.
6. The implications of this study could apply not only to other health professionals,
but to general populations of people as well, assuming that they understand the
relationship between personal health habits and health.
7. The researcher will continue to discover new biases during the course of data
gathering and analysis.

Researcher Bias
I, the researcher, believe that qualitative research, specifically research that
involves conversation subjected to hermeneutic analysis, is an effective method in which
to explore th� belief systems and behaviors of people. I assume that participants will be
interested in the conversations and will provide honest and accurat� information about
their personal health, their families' health, their beliefs about their personal health, and
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the impact of all these on the care they provide to their patients. I believe that a
phenomenological approach is an appropriate way to examine this phenomenon, and that
the individual's experience is explicitly related to their values and beliefs. I believe that
there is a disparity between the health information that many nurses and nursing students
suggest to patients versus what behaviors they personally practice. I am a health.
practitioner, and I value health and healthy behavior to a large degree within my personal
health practices.

Significance For Education and Research
Educators should be interested in what types of things influence health behaviors
· in their students, because the implications to health care are significant. .. Educators should
consider both the information that they deliver to students and al�o the methods.
Students are likely to achieve superior learning if their education is placed in the-context
of their personal lives as well in the context of their patients'_ lives •..· Student nurses need
to be able to use the information provided in the nursing education program to enrich
their own health. This will enable them to be a good role model for their patients and to
have a stronger belief in the health information they deliver to their patients.
· In order for nursing educators to understand how to best present the information
to their students, they should also have some understanding of the values and beliefs that
their students place on their personal health. These values and beliefs are thought to be
unique to the individual and strongly influenced by culture;
Nursing educators are encouraged to examine their own beliefs and values about
health, share them with their students, and listen to what their students have to say about
8

what they value about health. An improved understanding of the variety of ways that
people experience health would allow that understanding to be shared with students, with
friends, with family, and with patients. This improved understanding could help
educators shape the methods and information they use in their teaching practice.
Ultimately, this improved understanding could benefit infinite numbers of persons who
.

.

struggle with decisions that they make about their health, especially those who face
chronic disease or disability. Some of these decisions are difficult especially those that
involve addiction, and for this and other reasons that are not well understood, health
decisions are more difficult for some people than others. Education obviously does not
provide even a partial answer as to why healthy behaviors often elude some of those who
seem the most educated about health, nor will education alone be able tum poor decision
makers into good ones. An improved understanding of the role of education as well as
the other complex issues that form human ideas about health will help all health
educators improve the way they share knowledge with others, and in that frame, they
might assist their students to be better, healthier nurses.
The study seeks to contribute additional research to the small body of research
that examines the lives and experiences of people related to their personal health, and to
deliver a fresh perspective from the lives of the people who have great influence over the
health of others. This study seeks also to create direction to areas where follow-up
research might yield other significant findings.

9

Summary
This chapter provided a general description and overview of the research project
including the res�arch question and purpose of the study. Information was provided that
supported a need for the study. . The author's biases and assumptions were clarified, and
the significance for nursing education w� �ddressed. Cha�ter Two will provide a review
of current literature that relates to the research and methodology.
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CHAPTER TWO ·
Review of the Literature

Opening Remarks
The first chapter presented a general overview of the research study including
background information and rationale for the study. Chapter Two presents a review of
the literature related to topics relevant to the research. The literature is reviewed in order
to provide understanding to the research question, to examine the extent to which
qualitative research has been done in the area, and to begin to connect any current theory
derived through past investigations to the topic of this study.
The literature review begins with an overview of the role of education in helping_
nurses shape their beliefs and values about health. This section of the literature review
pertained to three general areas: 1) the examination of the general health of nurses and
nursing students, 2) the role of education in maintenance of health behaviors as related to
the general population, and 3) the role of the nursing education in the maintenance of
health behaviors of nurses and nursing students. In the final sections, research literature
is presented that relates to the roles of experience and moral development in shaping the
health behaviors of nurses and nursing students.

The Health of Nurses and Comparisons to the General Population
If it is assumed that nursing stu4ents are exposed to a broader base of information
about health than the general public and that their exposure to this experience will cause
them to act more conscientiously about their health than the general population, then it
11

could also be assumed that nurses would practice a healthier lifestyle and achieve more
health benefits than the general population. Therefore, the literature was examined for
the ways that nurses and nursing students approach some common health related
behaviors.
A fair amount of health rela�ed research with nurses has focused �n smoking.and
substance use behaviors. Chalmers, Seguire and Brown (2002) delivered a questionnaire
to 272 nursing students enrolled in a baccalaureate program during their sophomore to
senior years. Of these participants, 86% were females and the mean age was 25 - years.
The authors found that 22% of their participants were smokers, although 91 % of the
smokers expressed an interest in quitting. Eighty-six percent of the smokers reported that
they had tried to quit at least once. Nearly all the smokers acknowledged the health risks
associated with smoking, and 84% agreed that nurses should set a non-smoking example
to their patients. No comparison was made to a control group.
Nelson et al (1994) used combined data sets of the National Health Interview
Survey to examine cigarette smoking among physicians and nurses. They found that
while smoking prevalence among physicians and nurses has decreased over the years, in
1991, 3.3 % of physicians smoked, 18.3% of registered nurses smoked, and 27% of
licensed practical nurses smoked. The researchers did not offer comp�sons between the
smoking behaviors of nurses and the general population.
A survey of 920 experienced female nurses from a variety of backgrounds
compared females in clerical jobs for differences in their personal health. In this study,
Blazer and Mansfield (1995) found that the nurses had no higher rate of substance abuse
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than the control group including prescription and non-prescription drugs, illegal
substances, cigarettes and alcohol.
Haack and Harford (1984) used a brief questionnaire to examine drinking
behavior in 110 senior nursing students enrolled in a baccalaureate program. All were
female, and most were between 21 and 23 years old. They compared the results with
other surveys of college-aged females and found the populations to have similar drinking
patterns.
Marion, Fuller, Johnson, Michels and Diniz (1996) administered the Michigan
Alcohol Screening Test (Selzer, 1971) to yearly cohorts of 315 junior and· senior nursing
students enrolled in a baccalaureate program. Participants ranged in age from 17 to 57
years with a mean age of 22 years, and 92% were female. They compared the results with
other research on college-aged adults and also found drinking patterns between the
groups to be similar, with approximately 21% of the nursing students to have potential
for alcoholism.
Trinkoff, Eaton and Anthony (1991) surveyed experienced registered nurses
between the ages of 18 and 65, 48% of whom held bachelors degrees and 96% of whom
were female. When compared with a similar control group, they found that nurses were
no more likely to engage in illicit drug use than the general population and were no more
likely to experience depression. Trinkoff & Storr (1998) determined that nurses in
emergency rooms, psychiatry and oncology were at higher risk for substance abuse than
nurses in other specialty areas such as pediatrics and women's health.
Other research has focused not only on substance abuse and smoking but a
broader range of health behaviors. Schwartz-Barcott and Schwartz (1990) analyzed
13

questionnaire data from the National Opinion Research Center to compare smoking
behavior, general assessment of health, and personal happiness between female nurses
and a cohort of female non-nurses. The authors found the two groups to be similar in
terms of smoking prevalence (about 30%), disabilities, hospitalizations, str�ssful events
and general happiness. They found that the nurses tended to evaluate_ their own health
status more pQSitively than the non-nurse participants, but no comparison of actual health
status was made. Forty-five percent of nurses in their study described their health as
excellent, while 29% of a similar group of female :Qon-nurses described their health as.
excellent.
Schank and Lawrence (1993) compared lifestyle practices in 38 nursing students
to 38 non-nursing students. All were females enrolled . at the junior and senior levels of a
baccalaureate pro gram, and the mean age was 25 years. The health practices studied
through a questionnaire included regular medical and dental examinations,
immunizations, seat-belt use, drinking while driving, exercise, alcohol consumption,
smokll}g, illegal drug use, sleeping patterns and eating patterns. They developed a
composite score based on these health behaviors and found that the nursing students
appeared

to be healthier than non-nursing students, but a statistical analysis was not

provided.
Dittmar, Haughey, O'Shea, and Brasure (1989) employed a survey to over 1000
female nursing students enrolled in three diploma, four associate's degree and three
baccalaureate programs. The survey included items such as dental care, smoking, alcohol
consumption, regular exercise, regular sleep, limitation of dietary fat, and regular
gynecological examinations. The participants' ages ranged from 17 to 20 years old.
14

Almost one-third of the students they surveyed smoked, 73% did not f loss their teeth, .
66% consumed more than three alcoholic beverages at a time, and 83 % did not use seat
belts regularly. Only 27% regularly performed a self-breast examination. The authors
also determined that older students tended to practice a better routine of preventive health .
than the younger students, and associate de.gree nursing .students tended to practice better
routine health maintenance than diploma or bachelor's degree students. They did not
compare the nursing students to a similar control group.
Haughey, Kuhn and Ditmar (1992) provided -a survey to 449 critical care nurses
that examined seat belt use, smoking, diet and oral health. Thirty-five percent of the .
respondents were graduates of a diploma program, 32% were graduates of an associate
degree program, and 33% were graduates of a baccalaureate degree program. Six percent
had completed requirements for a master's degree after the nursing degree. They found
that fewer than half ate breakfast, 57% did not regularly exercises, 48% did not regularly
use seat belts, 74 % did not perform regular self-breast examinations, and 20% were
currently smoking. The researchers did not compare the groups of nurses by type of
educational program, or to a control group.
Connolly, Gulanick, Keough and Holm (1997) administered a questionnaire to . ·
127 critical care nurses (98% females), and 23 of those nurses participated in an
interview about their personal health habits. Their ages ranged from 24-60 years. The
questionnaire developed by the researchers measured physical activity, health history,
diet, and smoking. Only one-third of the participants indicated they had never smoked, . .
an9 18 % admitted to being current smokers. Twelve percent were obese. Seventy
percent claimed to exercise regularly and follow a healthy diet. Many of the
15

questionnaire questions were left blank, so it was difficult to evaluate the strength of the
responses in the Connolly study. Interview themes were predominantly related to heart
healthy practices like exercise, weight control, and a diet low in fat and cholesterol.
Many participants talked about barriers to healthy living that they experience, including
lack of time, lack of energy and stress. Educational background data was �ot collected in
this study.
Carter (1982) administered the SCL-90R, a ninety-item checklist that measures
psychological dimensions of health, a social network index (Renne, 1974), a coping scale
developed by Duff (1979), and a drug-use scale to 103 senior nursing students enrolled in
baccalaureate programs and to a comparison group of 1 03 liberal arts students. The ages
of the groups were similar, ranging from · 18 to 26. All participants were female. In terms·
of emotional distress, support systems, drug use and cop1ng styles, the two groups were
found to be similar, but the nursing students tended to use alcohol less frequently than the
liberal arts students.

The Role of Education in Maintenance of Health Behaviors in the General
Populations
The common sense hypothesis is that education about what precipitates a healthy
lifestyle will influence an individual's attitude and thus change unhealthy habits. Two
studies are provided that discuss the role of education in pr�cipitating health: one in
retired adults and one in middle-aged adults.
Leigh and Fries (1993) examined the relationships between number of years of
education and health habits using a questionnaire to poll 1800 retired persons about
16

health habits such as exercise, smoking, f�t and fiber intake, and seat belt use. They
concluded that while certain healthy habits are correlated with each other, only dietary
fiber was found to be related t<? number of years of formal schooling. The researchers did
not examine whether or not the educational experience included information about health,
nor did they measure knowledge of what contributes to health in their study.
Meillier, Lund and Kok (1997) conducted qualitative interviews with 21 40-year
old men, 10 of whom had been subjects of a coronary examination due to suspected
.

'

.

coronary heart disease. . These authors concluded that health know�edge certainly played

.

a rofe in determining the beliefs and behaviors of their participants, but they determined
that health knowledge is described as a Health Belief Model (Rosenstock, Stetcher and
Becker, 1988) where many other factors besides education determine what people believe
about health and what health habits they demonstrate. These researchers investigated
what the authors termed "cues to action." This term refers to life events or turning points
in the lives ·of persons who have �ade successful lifestyle changes. Examples of these
life events include such things as a job change, change in marital status, personal illness,
or death of a loved one. The authors demonstrated a complex relationship of self
confidence, social influence and self-perception as they relate to life changes that result in
healthier lifestyles. They determined that a change in self-image was the inost forceful
· cue for action. They concluded that:
Theoretical knowledge about risk factors, practical kno�ledge
about what can be done to change health habits, and experiences are stored
in their compartment of this knowledge backpack. When a cue to action
occurs, the backpack function of health education is brought into the
17

picture. In this process of scanning personal elements of a self-contraeted
whole, established knowledge will be evaluated. Irrespective of whether a
man has contradictory information in his backpack, those compartments
rele�ant to the particular direction of change will be activated. (p.47)

The Role of Nursing Education in Maintenance of Health Behaviors
Nursing education provides both a didactic and a clinical component. Typical
didactic education for nurses includes anatomy� physiology, pathology, and disease
process. The relevance of risk factors for diseases is either provided through the
academic program or could be derived from the clinical nursing experience. Some
nursing programs also include education about personal wellness. It may be assumed that
the student nurse possesses medical information beyond the average citizen, and thus it
could be hypothesized that nurses and nursing students would practice a healthier
lifestyle than the average citizen. The literature was therefore examined for evidence that
the knowledge that the nursing student derives during the educational process directly
influences the nurse's or the nursing student's personal health behaviors and attitudes
_about health.
Using a questionnaire, Snowden (1 997) studied 112 nursing students enrolled in
a four-year nursing degree program. About half were first.;.year students and half were
third-year students. Only seven of these students were males. The questionnaire was
designed to examine knowledge, .behaviors and attitudes about AIDS (autoimmune
deficiency syndrome) and HIV (human immunodeficiency virus) infection. The authors
compared the nursing students to 39 math students as a control group, 21 of who were
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males. They determined that education (including AIDS education) did not change the
student's attitudes about AIDS between the first and third year · of education, but they did
find that nursing students began their ·education with a more positive attitude about AIDS
when compared to the math stude�ts. �oth groups of students had generally positive
�tt�tudes about AIDS. In addition, they found that only 24 % of the nursing students said
they regularly followed universal precautions, which are techniques designed to prevent
the spread of serious disease that is emphasized as a standard practice in all nursing
programs and in all domains where nurses work.
In her doctoral dissertation, Webb (1996) did a correlational study using written
tests and questionnaires that compared 20 female professional nurses with 20 female non
health professionals for their both their knowledge of and perceived risk related to
coronary heart disease (CHD). All were between the ages of 35 and 55 years old. Six of
. ,

the nurses had a diploma or associate's degree, 9 had a bachelor's degree, and 5 had a
master's degree. She dete�ined that in spite of the increased knowledge about coronary
artery disease as a result of the nursing education, nurses did not have an increased
perception of their risk of the disease when compared to oi,ier women. Neither group
perceived themselves to be at risk for CHD. She also determined that disease related
knowledge was not associated with healthier behaviors of nurses or non-nurses including
diet and exercise habits.
Boyd (1988) did a longitudinal study of 33 nursing stude_nts and examined- their
wellness levels at three different times during the baccalaureate education. Eighty-three
percent of the students were female, and the mean age was 22 years. Boyd used a
-questionnaire to measure exercise, nutrition, vehicle safely, drug use, emotional
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awareness and spirituality using the Lifestyle Assessment Questionnaire by Hettler
(1980). The students were exposed to a wellness-oriented nursing curriculum that
focused on personal wellness as well as patient and community wellness. When
compared to a control group matched for age, sex, race, marital status and class, and
when compared to national norms, the nursing students were found to be significantly
healthier than non-nursing students. Furthermore, the nursing students were shown to
significantly improve their levels of wellness in 8 of 11 measured dimensions of health.
Clement, Jankowski, Bouchard, Perreault and Lepage· (2002) did a longitudinal
study of 52 students (85% female) enrolled in a baccalaureate ·program and compared
their health habits to a similar group of students majoring in education. The students
were studied for 3 consecutive years. The health habits studied included seat belt use,
alcohol consumption, nutrition, �moking, regular medical examinations and hours of · ·
sleep. The average age of the students at the beginning of the study was about 20 years
. old. Using a 44-itern questionnaire, they determined that over the 3 years of observation
there were no significant differences in the health of either the nursing or the education
students, and the behaviors of both groups of students were similar to each _other and to
the general population.
Shriver and Scott-Stiles (2000) measured health habits by using the Health Habits
Inventory (HHI) developed by Shriver, which is a 16-item test that measures eating,
· smoking, healthy diet, safe sex, and drug/alcohol use. This was delivered to comparison
groups of 57 (51 female and 6 male) bachelor degree-seeking nursing students and 20 .
students (12 males and 8 females) enrolled in an English class at a· four-year college.
They were able to show that nursing students improved most of their health habits from
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the beginning to the end of nursing school when compared to liberal arts students.
Furthermore, they showed that liberal arts students were far more likely to drink alcohol
1-3 times weekly, smoke cigarettes and use illegal drugs as compared to nursing students,
but nursing students were less likely to exercise. The researchers did a follow-up
qualitative interview with the nursing students and specifically asked them about
experiences in their nursing education that caused them to change their health habits.
Thematic ideas that emerged included learning about diseases that cause death, desire to
be a good role model, participating in patient education, and applying knowledge from a
specific class about health promotion. The authors noted that their comparison groups
were unequal in terms of ages and gender distribution.

Experiences and Relationships That Influence Health Behavior in
Nurses and Nursing Students
The results of the previously mentioned Shriver and Scott-Stiles study
indicate that there may be relationships, experiences or beliefs that influence the
. health behavior of the nurse or the nursing-student. This study and others begin to
frame and _illuminate the idea that experiences and relationships influence the way
a nurse comes to value and practice healthy behaviors instead of unhealthy ones.
Rosenberg (1990) in her doctoral dissertation measured motivation, self-efficacy
and hardiness of 183 female nurses with a professional education (not defined in her
study) as they relate to health practice. Their ages ranged from 22 to 68 years, and the
mean age was 35 years. Twenty-seven percent of her participants were prepared by an
associate degree program, 21% by a diploma program, and 26% were prepared by a
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bachelors degree program. She determined that there was a significant relationship
between a health promoting lifestyle and attributes of commitment, control, self-efficacy
(the belief in one's ability to make a change in health behavior), self-motivation and
hardiness.
In the previously described study about smoking among nursing students by
Chalmers (2002) and her colleagues, they found that the students nurses described
''wanting to fit in" and peer relationships as being important factors in why they smoked.
They found that 60% of the smokers lived within a social environment of tobacco use in·
their immediate family. Most of the smokers (78%) agreed that in order to quit, they
would need the support of close family members and friends to help them.
Callaghan's (1999) aim was to more closely describe nurses' beliefs about . health
as they relate to health behavior. She administered the Health Behavior Survey (HBS) ·
and an additional Likert scale that measured beliefs about health behaviors to 1 13 nurses�
Eighty-two percent of the participants were female and the mean age was 35 ye_ars old.
The HBS me�ures 28 items including substance use, eating habits, seat belt use, drinking
while driving, smoking and preventive health practices. Callaghan determined that
personal health beliefs of nurses do influence their practice in terms of cigarette smoking,
healthy eating and use of seat belts, and also that there was a relationship between the
strength of the belief about health and the practicing of that health behavior. · The
authors did not provide information about the educational backgrounds of the nurses they
studied.
Two other studies measured beliefs, attitudes, relationships or experiences in
populations other than nurses. Thomas (1984) in her doctoral dissertation aimed to
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develop a model of health through a survey of 159 individuals in middle adulthood (ages
35-55) from the general population and from 71 patients admitted to the hospital for a
variety of illnesses. Items measured included locus of control, self-management, health
habits and health status. She determined that beliefs related to internal locus of control
were significantly correlated to health-promoting behaviors, while an external locus was
found to negatively influence health behavior. She also found that l�ss-than-high-school
education was inversely related to good health habits.
The qualitative study previously described by Meillier (1997) and her colleagues
demonstrated that health behavior determinants are complex. They suggest that the
Health Belief Model (Rosenstock et al, 1988) helps to explain the complex relationships
between cues to action, experience, attitudes, habits, self-confidence and social
influences. They were most interested in the triggers that cause a p�rson to change their
health habits such as the symptoms of disease or death of a friend. They found that a
change in self-image was. the most forceful cue to change behavior. They concluded that
self-image rarely had anything to do with health, but had more to do with physical ability,
perception of weakness and appearance. Another cue to action was_ related to reaching
certain limits that a person defines, such as exceeding a certain weight or smoking too
many cigarettes. Social influences were also found to be cues to action. These include
family and friends who influence the way an individual perceives him/herself to be able
to practice health, for example, one participant me�tioned that cooking for others tended
to cause him to eat more, and another mentioned that he had to stop smoking when he
moved in with his girlfriend.
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The Caretaking Role of Nurses
The caretaking role of nl1!8es has sometimes been associated and even confused
with codependency. The term codependency has caused a great deal of confusion and
controversy because of the variable ways in which it is defined, because of its association
with personal commitment and substance addiction, because it is not a specific diagnoses,
and because of its association with numerous self-help books (Farnsworth and Thomas,
1993). According to Whitfield (1991), codependency is specifically defined by the
National Council on Codependence as ". . .learned behavior, expressed by dependencies
on people and _things outside the self; these dependencies include neglecting and
diminishing of one's own identity. The false self that emerges is often expressed through
compulsive habits, addictions, and other disorders that further increase alienation for the
person's true identity, fostering a sense of shame." Specifically it is in the neglect of
ones own needs and a tendency toward compulsive habits that may have a negative effect
on physical and mental health through actiyities such as �moking, overeating, alcohol and
drug addiction, or failure to sustain good nutrition, obtain adequate sleep, manage stress
and exercise.
Arnold (1990) explains that nurses frequently r�ceiv_e mqre rewards for focusing
on dependent patients rather than themselves, and that "good" nurses are usually the ones
who �e willing tq work extra hours or cover for others. Caretaking and taking
responsibility· for others are considered highly valued in nursing and i� othe� helping
professions. The roles of nurses are strikingly similar to. _ the roles of womanhood.
Caffrey and Caffrey (1994) suggest that nursing may be an ideal career for
codependent persons to carry out their behavior because nursing provides abundant
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opportunities for the practice of codependent caretaking under the guise of caring. They
,

...

explain that this is particularly true when the culture socializes women to believe that
their self-worth is based on how well they unselfishly give to meet the needs of others.
They state: "According to popular cultural stereotype, the ideal nurse (as female) is
viewed as. �me who_ sacrifices her own needs to care for her patients, physicians, and the
-

.

medic3:l system itself' (p.13). They also argue that the bureaucracy of the medical
system usually creates rewards for those nurses who are particularly successful in this
role. They differentiate between the codependent nurse and the caring nurse by
explaining that the truly caring nurse engages in empowering relationships and develops
a true sense of self-worth but is not exploited for his or her caring roles. Codependent
caring, they suggest, is motivated by false feelings of duty and responsibility for others
. and has a basis of fear rather than love that tends to be fueled by rejection and
abandonment.
In a phenomenological study, Biering (1998) interviewed eight female nurses who
were ·adult children of an alcoholic parent. He concluded negative connotations are too
often associated with nursing and codependency and disagrees that caring too much
should be viewed as a symptom of a disease. He found that his participants were able to
grow personally and professionally despite their adverse childhood experiences and were
also able to develop certain survival skills that helped them be better nurses. Biering' s
ideas are closely aligned with feminist theorists such as Carol Gilligan (1982) who
believe interpersonal connection and caring for others play a crucial role in women's
development.
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Malloy and Berkery (1993) believe that tp.e current definition of codependency
devalues some of a woman's greatest strengths. They explain that the current definition
fails to take into account the larger social context of women's lives and pathologizes the
aspects of a woman's experience that enable them to be highly skilled in relational areas.
They point out that many or"the characteristics included in the current views ·of
codependency describe the characteristics of women in general including worry about
feelings of others, fear of rejection, putting others needs first, and seeking relationships
where they feel needed. These are all conditions that lead to empathy, altruism,
unselfishness and healing. They argue that there is growth in the connections created by
women, and they suggest alternate paradigms in which to view codependency that are
more compatible with the identities and experiences of women.

The Role of Moral Development in the Development of Attitudes and Behaviors About
Health
This part of the literature review focuses on the role of moral development in
influencing the attitudes and health behaviors of nursing students. The moral domain
involves people's understandings of how they learn to live in society and deal with the
moral problems that inevitably arise during their lives. An understanding of moral
judgment and thinking helps us to appreciate how people make decisions about their
lives. The theories of Lawrence Kohlberg (Kohlberg, 1984; Colby and Kohlberg, 1987;
Powers, Higgins and Kohlberg, 1989) and Carol Gilligan (Gilligan, 1977, 1982; Gilligan
and Attanucci, 1988a, 1988b; Murphy and Gilligan, 1980) on moral development are
probably the most widely accepted theories to date.
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Kohlberg's thinking was an extension of the work of Swiss physiologist Jean
Piaget, developer of the cognitive development theory, and of the work of American
philosopher John Dewey. The moral psychology presented by Kohlberg has theoretic
bases in phenomenalism 1 , structuralism2 and constructivism3 • While his theories support
moral thinking as opposed to moral action, obviously he thought there was a close
relationship (Kohlberg, 1 984; Kohlberg and Candee, 1984).
Kohlberg 's sense of morality is based upon the universal principle ofjustice,
which he describes·as the respect for the rights of other persons. Kohlberg saw morality
as a sequence of cognitive development that continues into adulthood, and he viewed the
child as a philosopher who seeks the existence of moral justice� He believed that moral
judgment followed six sequential and predictable stages that develop during maturation; ·
but he points out that the development of these stages is based not on maturation; but on
socialization. These stages are hierarchical, meaning that each stage is perceived to be an
improvement over the moral thinking of the previous stage. Kohlberg did not believe · ·
that stages were skipped, or that regression from stages was typical.
His work was initially based on a series of longitudinal studies with 74 middle
class boys from the Midwestern United States·that ranged in age from 10 to 16. He later
extended his work to include females and children from other countries. These studies
utilized an interview based on hypothetical dilemmas, and from -this, Kohlberg devised

1

a theory that all knowledge is of phenomena and that what is construed to be perception of material
objects is simply perception of sense-data.
·
2
an anthropological movement associated especially with Claude Levi-Strauss that seeks to analp..e social
relationships in terms of highly abstract relational structures often expressed in a fogical symbolism.
3
an educational methodology which asserts that children should be taught in a way that allows them to
construct their own understandings about a subject The pwpose of the teacher is not to cover material but
to help the child "uncover" the facts and ideas in a subject area.
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two parallel, standardized tests of hypothetical dilemmas revolving around conflicting
issues of life, law, conscience, punishment, property and. affiliation. One widely used
dilemma is that of Heinz, a man who is considering stealing a drug to help his sick wife:
In Europe, a woman was near death from a special kind of cancer.
There was one drug that the doctors thought might save her. It was a form
of radium that a druggist in the same town had recently discovered. The
drug was expensive to make, but the druggist was charging 10 times what
the drug cost him to make. He paid $400 for the radium anci charged $4000
for a small dose of the drug. The sick woman's husband, Heim,"�a.tit to
everyone he know to borrow the money and tried every legal means, but he
could only get together $2,000, which is half of what it cost. He told_ the
druggist that his wife was dying, and asked him to sell the drug cheaper or
let him pay later. But the druggist said " No, I have discovered the· drug and
I'm going to make money from it". So having tried every legal means,
Heinz gets desperate and considers breaking into the man's store .to steal the
drug for his wife. Should Heinz steal the drug? Why or why npt?" ·
From these dilemmas, Kohlberg was able to.devise six modes of justice structures · ·
within which adolescents and adults tum to organize their social world. The stages that
follow are a brief summary of Kohlberg's description of the moral stages. .
Stages one ·and two, termed the Preconventional Levels, are usually experienced
by children under nine years old and some adolescents. The first stage, the Punish and
Obedience Orientation of moral thinking, is found at the level of elementary school. In

the stage, according to Kohlberg, people's moral thinking is based on social rules or
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instructions from authority figures, and behavior is compelled by the threat of
punishment. Right and wrong are determined by consequences of the a�tions. The second
stage, the Instrumental-Relativist Orientation, _is characterized by a view that right
behavior means acting in one's own best interests and perhaps considering the needs of
others.
Stages three and four, termed the Conventional Levels, are characterized by
concerns for and expectations of family and society, and both stages are experienced by
most adolescents and adults. Stage three, the Interpersonal Concord�nce Orientation is
characterized by moral thinking based on gaining the approval of others, and the forth
stage, the Law and Order Orientation, is oriented to abiding by the law, respect for social
order and responding to the obligations of duty.
Stages five and six are experienced by some adults after the age of twenty, and are
termed the Postconventional Levels, or the "princi�les levels of moral reasoning." Stage
.five, the Social Contract Orientation, was thought by Kohlberg to be reached by most
adults in their twenties and is characterized by an interest in the welfare of others. The
last stage, stage six, the Universal Ethical Principle Orientation is based on respect for
universal principle and the demands of individual conscience. In this stage, the
individual relies on abstract concepts of justice and equality to make moral decision. ·
Interestingly enough, Kohlberg was unable to empirically demonstrate the existence· of a
stage six because of attrition of his original sample, and as a res_ult, some of his works do
not include a sixth· stage. His work has in fact been criticized because so few adults
appear to attain the sixth stage (Sottile, 1996).
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Carol Gilligan is a prominent theorist of women's moral development. Gilligan's
work is important because it acknowledges the lack of attention to females· in the body of
research related to the developmental life cycle, and she questions whether many research
reports accurately reflect the experiences of females (Gilligan, 1982, Gillig an and
Attanucci, 1988a). Gilligan's work is part of a strong body of continuing research
pointing to evidence that females structure their sense of self around their ability to make
and maintain relationships. Gilligan (Gilligan, 1982; Gilligan and Attanucci, 1988b)
explains that there are actually two types of ·orientations that people use to solve moral
dilemmas; the justice orientation as in the context of the Kohlberg dilemmas, and what
Gilligan calls the "care orientation." The distinction is important because the moral
orientation influences the ways in which moral problems are conceived and reflects the
ways in which human relationships give rise to moral concerns.
The justice orientation draws attention to problems in inequality and oppression
and holds to the ideal of reciprocal rights and equal respect for individuals.· A care
perspective draws attention to problems of detachment from others and holds to the ideal
of attention and response to peoples needs. Kohlberg's justice orientation best
characterizes the moral thinking of most men while the care orientation is more common
in females (Blake and Cohen, 1984). Gilligan (1977, 1982; Gilligan and Attanucci,
1988a) has therefore suggested that moral development may take more than one strand,
one that focuses on moral thought related· to logic, justice, and social organization, the
other on interpersonal relationships. Gilligan and Attanucci, (1988b) in fact
demonstrated that the majority of people (about 69%) use both moral orientations to
solve moral problems. Gilligan (1982) also stresses that ·her ideas about moral thinking
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reflect two orientations that may be used by both men and women, and should not be
viewed as a dialectic of moral thinking between men and women.
According to Gilligan, the orientation toward justice places the individual
· separately in relation to others, while the orientation to care is a connected orientation.
Most males, according to Gilligan, usually utilize moral thought that revolves around
rules and rights. Gilligan argues that this concept fails to consider the f�minine thinking ·
wherein, according to Gilligan, morality is based more upon interpersonal relationships
and care than rights and rules._ Gilligan proposes that women are more likely to solve a
moral problem with altruism and self-sacrifice, and are more likely to compromise in
order to seek resolution. Women tend to value approval more than men, and Kohlberg's
scoring system does not take this into account.
In Gilligan's view, this creates a confounding problem with Kohlberg's stage 3
(Mutual Interpersonal Expectations, Relationships, and Interpersonal Conformity) and .
therefore she views Kohlberg's theories and scoring systems as sexually biased because
women who are highly developed in this care orientation are at risk_ for being
underestimated at stage three, which she argues is the dominant stage for women, versus
stage four, which is the dominant stage for men. Other researchers, (Blake and Cohen,
1984; Lifton, 1982; Linn, 1991, for example) support Gilligan's claim of a sex bias.
In addition, Gilligan argues that women's morality is more contextualized to real
life situations rather than hypothetical situations, and she suggests that actual experience
is a better predictor of moral judgment of women than when scored using a hypothetical
dilemma (Mmphy and Gilligan, 1980). Other research supports the contextual nature of
decision-making. For example Annon (1998) delivered Kohlberg's Moral Justice
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Interview to a group of29 predominantly middle class adults (14 males and 15 females)
twice at four-ye3:1" intervals. During this time, the subjects were asked to describe their
own moral dilemmas to see how the actual dilemmas compared with the hypothetical
dilemmas contained in the Moral Justice Interview. Armon determined that 40 % of the
subjects scored lower on the ac�ual event than O:Q the hypothetical dilemma. This finding
was more pronounced for the W(?men in the study than the 11_1en. Armon explains that this
finding may reflect that women experience the dilemma on_ a more personal level, in the
context of a one-on-one relationship, and men experience J he dilemma more in terms of
society and its rules.
Gilligan (1977) has proposed her own model of moral development for adult
females using t1¥9ee basic orientations. In the first, termed Orientation to Indiridual
Survival, the individual is concerned about one's own self. Personal neeqs b_ecome the

basis for decision-making. Morality is seen as a matter of sanctions imposed by society of
which one is more of a subject than a citizen. As the individual dev�lops, more concern
develops for others, and a transition from selfishness to responsibility occurs into the
second stage termed Goodness as Self-Sacrifice.
This stage is characterized with a concern fC:)r caring for �thers. In this stage, the
individual may sacrifice personal needs to care for another, and transition into this stage
signals an enhancement in self-worth. During this stage, the "car� voice�' emerges to
seek resolution between selfishness .and responsibility. Moral judgment is based on
shared norms and expectation, and the adoption of societal values validates the woman 's
claim to a social membership. The woman views her self-sacrifice in caring for others as
her womanly role, even if her own needs are neglected. The second transition, From
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Goodness to Truth, begins with a reconsideration of the relationship between self and
others, and the woman starts to scrutinize her logic of self-sacrifice in the service of a
morality of care. In this transition, interview data begins to show a reoccurrence of the
.

.

word, "selfish." The woman begins to wonder if it is possible to care for her own needs
.

.

.

as well as others. Morality of action begins to �e based not on appearance in the eyes of
others, but in terms of the realities of its intention and consequence._
At the third level, termed the Morality ofNonviolence, equilibrium is found
between the expectation of conformity and caring. This is accomplished through a
transformed understanding of self and corresponding redefinition of morality. The
principle of not hurting others becomes the governing ideal of morality.
Blum (1988) nicely summarizes the major differences between the two
theoretical positions of Kohlberg and Gilligan. First, he says, Kohlberg places the subject
in an impersonal standpoint from the moral agent. Gilligan, on the other hand, radically
_situates the ID:Oral agent within the person's history and relationships. Second, Kohlberg
does not think that having an understanding of the person who is the subject of a moral
dilemma (Heinz, for example) as being important in the moral decision making, while
Gilligan sees this understanding as being vital. These understandings include things such
as empathy, love and compassion. Third, Kohlberg takes a rational view of the moral
situation, believing moral actions are universal, while Gilligan's view is relaticmal,
meaning that. care and understanding guide the unique moral action. Finally, Kohlberg
believes that morality should be based on principles, while Gilligan sees morality as
being based on a connection that existed prior to the moral event. Kohlberg provides a
standardized method for interviewing and scoring research subjects in order to place them
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at a moral stage of development. Gilligan does not offer an easily transferable way for
researchers to adapt her original work to other moral situations, but Brown, DeBold,
Tappan and Gilligan (1991) provide a relational method for reading and interpreting
moral narratives.
Other resear��ers besides Gilligan have also suggested that intellectual
development among females is more highly related to relationships formed with others
than with issues of justice and fairness that were highlighted in Kohlberg's research
(Annon, 1998; Belenky, Clinchy, Goldberger, and Tamie, 1986; Gill_igan, 1982).
Through their interviews with 135 women, Belenky and her colleagues also discovered
that women's ways of solving moral dilemmas were different than men's. For example,
women resist solving moral problems based on rules, and they insist on particular
the way
information about the dilemma before they can offer
solutions. . She describes
.
.
that females come to construct their knowledge as "connected knowing." Connected
knowing focuses on understanding others' p�ectives and_ suspending judgment as they
listen to others. This contrasts with separate knowing which focuses on judging the merits
of others' arguments by using the tools of analysis and· critical thinking. Walker,
Devries, and Trevethan ( 1987) derived from their study that womeri were more likely to
spontaneously report dilemmas that involved personal relationships as compared to men.

.

It is therefore seems important to consider both rational and relational ..ways of knowing
when examining moral. thought and judgment (Baxter Mago Ida, 1992; Sheese and
Radovanovic, 1984).
Before addressing the relationship between moral reasoning and health behavior,
it is appropriate to begin with a discussion of what a review of the literature has to say
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about the relationship between moral reasoning and aH types of moral actions . in general.
The relationship between moral thinking and moral behavior is very complex. While the
majority of research implies that moral thinking and moral actions are connected (Jadack,
Hyde, Moore, and Keller, 1995; Stoll and Beller, 1993), other research indicates that
moral action and thinking are not always connected (Annon, 1998; -Buchanan, 1992;
Kurtines and Grief, 197 4).
It appears that the connectedness between the reasoning and the behavior may
depend on various circumstances, and the review.� literature presents several ideas that
attempt _to further explain this complex nature between moral thinking and moral
behavior. For example, Kohlberg ( 1981) in his Essays on Moral Development indicated
that development of moral thinking often occurs ahead of the development of moral
action. For example, an individual may score at level three on Kohlberg's Moral Justice
Interview, but may act in ways that are more consistent with level two if moral
development has recently arrived at level three. Furthermore, Kohlberg indicates that
individuals who score at levels four and five _ 911 the Moral Justice Interview are more
_ likely to act in ways that are consistent .with their moral �ng than individuals who
score at levels three and lower. Kohlberg explains _ that for individuals lower than stage
four, important issues tend to be overlooked such that the situation is construed
differently when using moral reasoning to develop a course of action.
In addition, Kohlberg recognizes the influence of w�at he terms "ego controls"
which interact with moral judgment to result in moral conduct. Ego controls include
things such as intelligence, att�tion control and delayed gratification (Alterman and
Druley, 1978). These ego controls are thought to influence moral behavior through the
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ego's ability to control behavior and "do the right thing.", As a result, the individual may
be able to reason that a behavior is moral and just, but he or she does not act in ways
consistent with the behavior because he or she lacks the self-control to do �o.
The connectedness between moral reasoning and moral action, while already
complex, becomes even more s.o when an attempt is m80:e to r�late health related
behaviors and moral reasoning. Health is often defined in the scienti�c context of
absence of disease, however, this view ignores �e perspective that the individual's view
on personal health is indeed very personally based . on societal and family influences.
Health is so unique to the individual that health dimension may not easilY, fit into a
standard paradigm about morality. Consider the highly cultural influences _surrounding
the consumption of alcohol, for example, where i� European countries it is routinely
c�ns�ed during the workday lunch, and in certain American reli�ous cultures i� is n�t
consumed at all. Religious cultures including Islam, Christianity, Catholicism and
Mormonism have all established moral codes that affec_t . they way th�t their m�bers.
view health, practice health, and
sustain health in their lives. Both .historical and some
.
current views of health across cultures include things such as evil spirits and incantations.
As Christianity developed, disease and death were seen as punishments from God for sin.
· Our current American culture reflects moral tendencies towards monogamous
sexual relations, smoking cessation, exercise and a healthy .diet, but these are things that
may not be valued in other cultures, and in fact may nqt be valued in s�me �erican
cultures. Aside from our concepts of physical and mental fitness, normalcy in health is
not a static system. Normal reflects cultural knowledge, beliefs and other social
conditions, and is not a neutral term because it is laden with value. Health is often
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thought of in terms of good and bad, and health is thought to be a social good, because
when health is acquired, it allows one to seek autonomous interests and goals in life.
These concepts help as to understand the complex nature of health, and they begin to
frame health in a moral context.
It is necessary to fully describe what is meant by the term "moral". When · most
people refer to morality they refer to right and wrong conduct. Elliot Turiel (1983) in
what he calls the domain theory has suggested that concepts of social right and wrong are
not all of one type, but are organized within distinct conceptual and developmental
frameworks that are influenced by societal norms. While some forms of social behavior
are viewed as moral universals, other behaviors are subject to determination by local
cultural or social �orms, and still others as matters of personal choice. Turiel therefore
defines morality as those concepts, reasonings and behaviors that are held to be right or
wrong independent of governing social rules, and maintained as universally binding. He
also stresses the importance of the seriousness of the act and its consequences in defining
morality. Examples of these immoral actions are things such as hurting and stealing
. because they impact on the welfare and (air treatment of others.
Turiel distinguishes morality_from social conventions, which are the consensually
determined standards of conduct particular to a given social group. Examples of
conventions include dress and table manners. Conventions function to coordinate social
interaction and discourse within social systems and may not be binding in another social
group.
Turiel describes the personal.domain as one that concerns itself with acts that
have no impact on others and that are outside the realm of social regulation such as food
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choices. Turi_el has performed a number of studies that indicate that people in a wide
variety of cultures are able to differentiate between matters of morality, convention and
personal choice.
Bradt (1985) used a questionnaire with 101 Catholic undergraduate students to
determine whether most individuals at the college age are able t� distinguish between
moral and conventional wrongs as well as issues of prudence using a provided list of
moral justifications. The questionnaire contained items about sexu�l acts such as non.;.
marital intercourse and homosexuality as well as non-sexual acts such as murder, rape
and stealing, and students were asked to discriminate between the types of wrongness of
the behavior. The authors concluded that most students are able to discriminate between
issues of conventionality, prudence and morality when determining wrongness. If this
line of reasoning is extended to health practice, then adults should be able to discern
which health practices are morally wrong versus conventionally wrong. . · ·
Turiel' s definition of morality most closely fits the work of Lawrence Kohlberg. .
Carol Gilligan views the definition of morality differently. In her study, Gilligan (1977)
allowed the women to define what the word moral meant to them to construct what she
calls the "feminine voice." The. women in her studies all mentioned not hurting others
when approaching moral solutions for dilemmas. They also described moral in terms of
helping and meeting the obligations of others, and often described this even at a price of
hurting the self. She explains that this is so because ''when women feel excluded from
direct participation in society, they see themselves as subjects to a consensus or judgment · .
made and enforced by the men on whose protection and support they depend and by
"'.'hose names they are known. . . and to the extent that women perceive themselves as
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having no choice, they correspondingly excuse themselves from the responsibility that
decision entails . . .this, then, is an altruism always · at risk, for it presupposes an innocence
constantly in danger of being compromised by an awareness of the trade�off that has been
made" (p.487). Gilligan and Attanucci (1988a) also offer illustrations that describe how
women construe moral dilemmas differently than men, and thus have contrasting
definitions of the word moral. They tend to cast moral problems in the context of care as
opposed to a context of justice for both personal conflicts as well as societal ones. This
tends to stand in contrast to Kohlberg's claim �at moral voices of justice and care are
domain specific, with justice being more pertinent to institutional and public dilemmas,
and care being more specific to private conflicts. Their data lead Gilligan and Attanucci
(1988a) to describe morality in the following �ay:
Knowledge of more than one moral voice and standpoint creates a choice
about how to speak and where to stand. Thus we arrive at a new way of
thinking about the relationship between s�lf and morality. .�ather than
following the traditional separation of self from morality, we see evidence
of moral voice and moral orientation as providing data on where a person
stands in a world which is irreducibly social and relational and therefore
one which people tend to imbue with moral concern. (p.455)
The next question to be addressed, then, is whether most people view their health
behaviors in a �oral context. A number of thing� le� us to believe that the answer may
be yes, at least in some circumstances. Consider that many substance abuse treatment
programs have a moral basis as part' of their rehabilitation. A number of researchers have
either implied that they believe there should be a link between health behavior and moral
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thinking by mentioning these theories as a part of a theoretical foundation related to
health, or they have indicated that they think this relationship might . exist, though they ·
have not arrived at this conclusion though a research study that actually measures moral
reasoning and compares it to health or health behavior (Beach, 1992; Cohen and Rice,
·1996; Hochhauser, 1989; Newton, 1995; Rutledge, Roffman, Picciano, Kalichman, and ·
Berghuis, 2002; Sottile, 1996). Very few researchers have actually measured moral
reasoning and related the results to health behavior. To date, no research has been done
that examines moral development related to the health behaviors of nurses. · What follows
. .

is a description of the body of research that addresses health behavior in the context of
the moral domain.
A study by Alterman and Druley (1978) found no direct relationship between the
levels of �oral development in drug addicts versus non-addicts. Alterm an �d Druley
assessed moral reasoning using Kohlberg' s Moral Reasoning Interview in a group of 20
male drug ·addicts and a control group of 17 male hospital employees. Moral reasoning
scores between the two groups were found to be similar. The authors were also unable to
confirm their hypothesis that sociopathic individuals would score lower on the moral
reasoning scale. The authors suggest ·that the lack of connection in this case could be due
to poor ego control as described by Kohlberg. The authors also noted that most subjects
in the study were scored below level four. Recall that Kohlberg suggested that more
. . advanced reaso'ners (levels 5-6) are more likely to have actions consistent with their
moral reasoning.
In a sinnlar study, Berkowitz (1 992) interviewed 600 adolescent and young adults
students using the Kohlberg based Defining Issues Test (Rest, 1979) to measure moral
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reasoning. He applied Turiel's theory of social knowledge domain to the· participants and
also employed Forsythe and Pope's (1984) Ethics Position Questionnaire (EPQ). The
EPQ measures the ethical ideologies Idealism and Relativism. Relativism represents the
degree that moral issues are thought to be relative versus absolute, and Idealism
represents the degree to which morally acceptable behaviors are expected to result in
good consequences. Berkowitz was able to conclude that higher stage moral reasoners
were less likely to use marijuana and alcohol, but were perhaps more likely to use harder
drugs such as cocaine. They concluded that cigarette smoking and alcohol use by
adolescents and their mothers to be largely matters of personal choice, while getting
drunk, smoking when pregnant, providing alcohol to a minor, using cocaine and smoking
marijuaha were �een as moral choices. Finally, they concluded that most individuals who
viewed the activity as a moral issue as opposed to a · conventional or personal choice were
far less likely to engage in that activity. These conclusions support-the idea that when
health behaviors are constructed by the individual in such a way that they are viewed

as

moral choices, the individual tends to make choices that are consistent with their moral
belief. Whether or not the individual views the choice as a moral one versus a
conventional one is highly connected to the social and cultural environment to which the
individual is exposed.
Finally, Berkowitz, Guerra and Nucci (1991) present arguments that alcohol and
drug-related behavior should not be assigned to a moral domain, and they offer several
other study findings so support their position. They qualify the conclusion by adding that
evidence exists to support the idea that an understanding of the nature of the drug or
alcohol use is important in interpreting whether moral evaluation is involved in an
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individual's choice to use drugs. They provide evidence that in order for drug or alcohol
use and morality to be related, the individual must first be willing to adopt the moral
orientation that drug or alcohol abuse is a moral choice as opposed to a conventional
choice.
Domestic violence is a problem of public health that also reflects the mental
health of the offender. Buttell (2001) in two separate also used the Defining Issues Test
to measure moral reasoning. In both studies he determined that the domestic violence
offenders had moral reasoning scores that were two standard deviations below the
average adult. The first study included 111 men (66% of whom were African American),
and the second study included 60 men (84% were .African American). No significant
differences were found between the Caucasian and African American subgroups in terms
of the Kohlberg score. Following this, Buttell (2002) did a similar study with 91
'

women who were batterers, and also found moral reasoning scores to be two standard
deviations below the average adult score. Domestic violence clearly falls within the
moral domain as defined by Turiel because it is thought to be wrong independent of
governing social rules and involves hurting another. This group of studies is the clearest
example of a relationship between mental health and moral reasoning.
· One research study demonstrated that most college-aged students �ew alcohol
use, tobacco use and illegal drug use as a matter of personal discretion and prudence
rather than a moral matter, in other words, they see these particular health behaviors as
conventionally wrong, but not morally wrong (Abide, Richards and Ramsay, 2001 ). In
this interesting study, Abide and others used survey instruments to perfonn 2 separate
studies with one group of 88 and another group of 146 university males and females, and
42

they used Rest's (1979) Defining Issues Test to assess moral reasoning. This study once
more emphasized that, as suggested by Turiel, people view wrongness in more than once
context.
Whether -or not the health behavior is viewed as morally wrong depends on the
cultural influences, such as religion and family. Additionally, if the care orientation is
used as a model for women's and some men's moral development, then how the behavior
. influences the relationships and well-being of significant others will play a large role in
whether �e behavior is viewed as a moral choice or a conventional· choice.
In the Abide study, the authors also �oncluded that the students who believed that
drug and alcohol use/abuse is morally wrong were less likely to use drugs than students
who believed that drug and alcohol use/abuse use was conventionally wrong. This
conclusion supports the theory that when health is viewed as a moral issue, then the
individual is more likely to partake in health behaviors that are consistent with that moral
framework. The authors also concluded that persons who were more mature in moral
reasoning were more likely to have behaviors consistent with their moral beliefs
concerning drug use. This conclusion supports Kohlberg's original idea that maturity of
moral reas�ning results in behaviors that are consistent with that reasoning, and
demonstrates that moral reasoning related to health may be similar to moral reasoning for
other types of moral behavior.
Summary
This chapter presented a review of the literature related to topics germane to the
experiences that shape the beliefs and values that nursing student� have about their
personal health. The literature reviewed appears to indi_cate that the role of education in
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determining health behaviors and attitudes is not clear. · While some research indicates
that education is important, much of the research indicates that the role that education
plays in the development of attitudes and behaviors about health is not a direct one. It is
certainly clear that the education provided through many nursing programs does not
necessarily result in a nursing student or nurse that is healthier than the average person.
The literature review also indicates while experiences and relationships also influence
health attitudes and behaviors, that role appears· to be a unique to the · researcq questions
and methods that are used to approach each study.
The connections between nursing and codependency are important ones, but it is
often difficult to distinguish between codependency and caring. The term codependency
brings with it a shroud of confusion because of the way it is defined and because it may
label caring as a pathology in many female nurses and nursing students by characterizing ·
codependency in a disease model.
The links between moral reasoning and health behaviors are very complex, and
clearly culture and society play very large roles in the way they influence both moral
reasoning and health attitudes and behavior. Men and women may have· different
perspectives on the way they view the nature of the relationship between one's personal
health choices and their moral orientation. The link between the areas of domestic
violence and moral reasoning is clear, and other evidence indirectly links moral reasoning
and personal health. Some health behaviors appear ·to be viewed in ·the context of
conventional wrongness but not moral wrongness.
Health and morality are so highly variable due to culture and societal influences
that it may be difficult to describe any universal standard by which we can measure
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either. In accepting the premise, it must also be accepted that "health and "morality'' are
not neutral terms, and that health cannot be defined simply as the absence of disease
because different cultures define good health very differently (Liaschenko, 1998).
Most of the literature reviewed is consistent with positivist methodologies and
objectivist epistemologies that utilize experimental or descriptive correlational research
designs. The literature review served to demonstrate the need for qualitative research that
is approached through interviews and examines people's experiences. Additional .
qualitative research in these areas might serve to illuminate a more holistic reality for
women and for nursing students; one that more clearly taps into the world-view of the
1ndividual and more closely examines the human experience.
The next chapter, Chapter Three will describe the underlying theory and
methodology of this research study.
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CHAPTER THREE
Methods · .

Opening Remarks
The purpose of this inquiry was to examine the experiences, attitudes, and beliefs
of student nurses related to their personal health, and to investigate those experiences,
attitudes and beliefs as they relate to their education, relationships, and values. Chapter
Two provided a review of the literature relevant to the attitudes, beliefs, and practices of
student nurses as they relate to their personal health. Chapter Three provides an overview
of qualitative research and will describe the theoretical phenomenological base in which
the inquiry is grounded. The study methodology will be described from the
phenomenologist's point of .view including a description and justification of the research ·
methods applied based on hermeneutic phenomenology. The participants are described and
selection procedures of participants are outlined. Interview and analysis.procedures are
presented. The role of the interpretive study group is explained, and issues related to·
reliability, validity, and generalizability are discussed.

Characteristics of Qualitative Research
In the context of this study, qualitative research refers to research about the lives
and experiences of people, their feelings, behaviors and other phenomena of the culture · (Strauss and Corbin, 1998). This type of research is differentiated from positivist research
that is usually focused on counting and measuring data, selecting a sample that is
representative of a population, seeking of a cause and effect relationship, and achieving
46

statistical accountability in terms of validity, generalizability and reliability. McCracken
(1988) comments on the necessity of qualitative r�search by saying that "without [it], our
vision of social scientific data is monocular when it could be binocular" (p.9). The
researcher's role in this particular study as in many other qualitative studies is to be that
of co-participant. The implication here is that the researcher · must be · sensitive to the
issues and problems presented by those interviewed in order to recognize the connections
between ideas, yet be removed enough to arrive at an impartial and accurate
interpretation of the events. The researcher recognizes the participant as the expert on
· their experiences related to their personal health.

Introduction of the Phenomenological Method
Edmond Husserl is known as the father of phenomenology, however his student
Martin Heidegger is credited with the development of hermeneutic phenomenology upon
which this inquiry is based. Hermeneutic phenomenology as compared to Husserl's
phenomenological view is more rooted in language, the interpretation of the meanings of
language, and the analysis of understanding (Gadamer, 1976). Hans-George Gadamer is
credited with progressing hermeneutic phenomenology as a philosophy distinct from
phenomenology (Miller, 1989). The hermeneutic phenomenological study utilizes the
reduction as a method, according to Gadamer (1 976) of "disclos(ing] · the whole wealth
of a self-given phenomena in an unbiased way'' (p. 1 46) in order to study the pure
phenomenon. Use of the hermeneutic circle (Gadamer, 1976) refers to a repeated and
circular examination of the written text from its parts to its whole.
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Generally speaking, phenomenology took a sharp tum from the subject-object
relationship known to modem science and from Cartesian thinking by defying the
epistemological premise of a separation of the subject and object. Phenomenologist
philosophers such as Maurice Merleau-Ponty, Edmond Husserl and Martin Heidegger
propose that subject and object are inseparable, that rationality is based on' lived·
experience which is inseparable from meanings, and that lived experience can be
understood through interpretation of both the whole and its parts as one might read a
.

.

.

.

sentence and relate it to a paragraph. Merleau-Ponty (1945/1962) described the
'

connectedness that people have with all objects in the world by saying:
.

The world is not an object such that I have in my possessions the
.
.
law of its making; it is the natural setting of, and field for, all my thoughts
and all my explicit perceptions. Truth does not 'inhabit' only the 'inner
man', or more accurately, there is no inner man, man is in the world, and
only in the world does he know himself (p.xi).
Phenomenological inquiries stress, therefore, that social and historical understandings
associated with experiences cannot be separated from the researcher or participants, and
that prejudice and the misunderstandings due to them are givens, not exceptions.
Phenomenology is both a philosophy and a type of qualitative research upon
which many other types of qualitative investigations are based. Phenomenological
studies aspire to study individuals in the total context of their interaction with the world
.

.

(Thompson, l.ocander and Pollio, 1989). In phenomenological studies, the focus is on
the life�world of the participant and the description is of the individual's experience as
lived. This is termed the first person view. The phenomenological inquiry is further
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·,

characterized by the lack of a predetermined hypothesis and results that include rich
experiences of the participants with results summarized in a verbal picture (Bogdan &
Biklen, 1997). These results can be connected to both emerging and present theories.
Phenomenological interpretation is developed in three steps� The first step is · to
· look for the essential structure in the phenomenon being studied. Given that the dialogue
may contain cultural and historical tones, these must be put in abeyance so that the pure
features of the phenomenon, in this case the written dialogue, may be seen. During this · ·
initial examination, _multiple ways of viewing the· phenomenon are sought. The figure
ground example is a common metaphor in which to begin to view the dialogue, in other
words, the background of the phenomenon is brought forward while the foreground is
placed in the background (ldhe, 1977). One common example is that of a picture that can
be viewed as an old woman if the foreground is brought forward, or it can be viewed as a ·
candlestick if the background is brought forward. Examination of the multiple images
perceived when viewing the Necker Cube is another a common such example.
The second step involves looking for the meanings within the phenomenon by
searching for what is shared between the participants using their lived experience and
their own words. The last step involves connecting the themes and meanings within the
whole group to bring forward something that is global, so that the analysis progresses in a
circular pattern from the individual to the group and then back to the individual.
· Phenomenological analysis differs· from other types of analyses in that the
interpreter does not look for what is hidden, and the interpreter does not theorize
meanings that are not clearly evident. The text of the dialogue is data that cannot be
.

.

distorted or modified by the researcher, and the dialogical contributions of the researcher
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become just as important as those of the participants so that together they create a shared
experience. The most impo�t implication of phenomenological theory for this inquiry
is that behavior and perception must be connected, because the individual's view of the
world draws from the individual those actions that are consistent with that' view of the
w�rld. Dialogue as a behavior can therefore help us see into that view of the world
inhabited by another, and it can help us understand the significance and meanings in
those things that are important to the individual we share the dialogue with.
Because phenomenology as a philosophical underpinning has become interpreted,
and sometimes misinterpreted in so many different ways, it becomes both necessary and
helpful to present a more precise method that most closely underpins this particular
inquiry. The method proposed by the University ofTennessee Knoxville (Pollio, Henley
and Thompson, 1997; Thomas and Pollio, 2002) will therefore be described as it relates
to this particular inquiry.

The University of Tennessee Phenomenological Method
The University of Te�essee phenomenological method is essentially based on
the blend of two philosophies, existentialism and phenomen�logy. Existen�alism, which
developed in the nineteenth century, is a philosophy of the human experience of freedom
and its responsibility in shaping human perspective (Thomas and Pollio, 2002). The
I

•

University of Tennessee's method is based most closely in the philosophy of French
philosopher Maurice Merleau-Ponty (1962), who studied and contributed to the work of
Husserl and Heidegger by emphasizing the existential n�ture of the body as human arid
the meanings of everyday experiences especially as they are described through dialogue.
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He believed that human experience in the world is achieved through all perceptions,- but
especially the visual perception. He also believed that perception should be appreciated
before it is I!lanipulated or analyzed by scientific thought, because he viewed this analysis
as an artificial description of the human reality. Furthermore, he believed that this
perception of experience should be taken, in ·essen�e, for wh�t the perception actually is
before the individual thinks about it or tries to explain it. To him, this perception
represented not necessarily an absolute truth, but a continual and secure connection to the
world. He defined this connection between the world and its objects as "intentionality,"
and he believed that this connection is what makes the world significant to those who live
in it. He proposed that because of this connection, the world is forever oriented to the
individual's experience. It is for this reason that he and other phenomenologists use the
term "being-in-the world" to describe this interconnectedness �etween the person and the
world, each reflecting back on the other so that one cannot exist without the other. Each
person's engagement with the world will therefore produce 3: different phenomenon from
the next person. This experience of the individual is thus always inclusive of the way a
person lives, talks and acts, and cannot be separated from the culture and language in
which the individual has been immersed (Pollio, Henley & Thompson, 1997).
The University of .Tennessee method includes several steps that guide the
phenomenological investigation (Pollio, Henley and Thompson, 1 997; Thomas and
Pollio, 2002). Specifically, those steps includ_e 1) selection of the topic, 2) performance
of the bracketing interview, 3) interview of participants, 4) transcription of the interview,
5) hermeneutic analysis of the interview, 6) development of thematic meanings and
structure, 7) presentation of structure to the research group, 8) report of findings to
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participants, and 9) preparation of the final report. The methods of this investigation
follow all of these steps except for step eight, report of findings to participants. What
follows is a more thorough description of the research methods used in this investigation.

The Bracketing Interview· . .· .
Edmond Husserl initially used the term ''bracketing" and it has since-been
defined a number of ways, but it essentially means that one tries to temporarily put aside
their theories, knowledge and assumptions so that they can more clearly see the
phenomenon being studied. The purpose of the bracketing interview is to learn more
about the presuppositions that could sensitize the researcher to ideas obtained during
interview. The bracketing interview is th�efore used to solicit information from the
researcher about biases that could lead the study towards the researchers presuppositions
instead of towards the experiences of the participants. This information can be used by
the researcher to become more attuned and sensitive to his or her own biases. Hans
Gadamer (1 976) reminds us that to completely separate the researcher from his· or her
biases is impossible; therefore the researcher does not make this a goal. The goal should .
be framed such that "method is not an algorithmic procedure to be followed mechanically ·
if useful results are to be achieved; rather, method is a way or path toward understanding
that is as sensitive to its phenomenon as to its own orderly and self-correcting aspects"
(Pollio, Henley and Thompson, 1 997, p. 28). While the researcher must continually
reflect on his or her biases throughout the research process, the bracketing interview
allows the researcher to more clearly engage in reflection along the way.
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The researcher was interviewed about the topic under study by a fellow
phenomenological researcher. The interviewer asked questions of the researcher similar
to those questions posed by the researcher to the participants. The · interview was then
transcribed and analyzed by the interpretive research group. Through the bracketing
. interview, the researcher learned that she tends to be very critical of herself and others
when it comes to caring for one's health. She believes that when certain rules are
followed in relation to health, that the body should respond favorably, and when it does
not, it becomes a very frustrating experience. The researcher places a very high value on
being able to have control over one's health and body, and believes that this control is
more valuable than the contributions of medical science and the medical community
towards maintenance of one's health. Thjs is true to tl\_e extent that she lacks basic trust
in medical science. She is movement oriented and time oriented in terms of describing
her own health. She feels dissociated from her body when she is not-in good health. She
believes that good health is a gift from God, and that the body is a naturally good object.
She believes that responsibility is required in caring for the physical body and the health
it affords through effort and hard work. The bracketing interview enabled the researcher
to become . a�are of her strong biases about personal health and proved useful when
engaging in the interviews and analyzing the transcripts.

The Interpretive Study Group

The interpretive group consisted of a broad range of persons interested ' in
phenomenology, all of whom were either faculty or graduate students of the University of
Tennessee. The number of people attending the weekly meeting varied between about 10
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and 25 persons. Their duty was to respectfully criticize the proposed thematic structures,
to provide support, and to maintain rigor of the research process. Each member signed a · ·
confidentiality agreement prior to being exposed to transcripts. The transcript was
provided to each member and read aloud, and reading was periodically stopped to
provide opportunity for the text and proposed themes to be challenged through
discussion. The group members were supportive to the researcher because they lightened ·
the huge burden of applying themes to massive amounts of text, and they assisted in
finding the words needed to describe the proposed theme. Words and phrases were·
examined for their meaning and close attention was given to metaphors because of the
figurative and symbolic language they contained. The group followed with use of the
hermeneutic circle to seek commonalities and to support those themes already established
as well as to suggest alternatives. · Pollio, Henley and Thompson; (1997,p.. 49) '
summarize that the role of the interpretive group is to:
. 1. Provide a critical view of the proposed .description of the interview text.
2. Recognize presuppositions not recognized by the interviewer.
3. Provide alternate perspectives so _that stereotypical interpretations are avoided.
. 4. Provide a.public test of whether interpretations are supported by the text.

Description ofParticipants

The student nurses that were interviewed were selected from students of the ·
seni�r nursing class enrolled in an associates degree program at a community college in
Tennessee. The community college has a total of seven campuses located in seven
adjoining counties, and the ntµ"ses attended classes in two of these locations. The nursing
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program prepared students to sit for a licensure examination that would -allow them to
practice as a registered nurse (RN). The total number of students enrolled in the college
at the time of the study was about 4900, 69% of those being female, and 95% being
white. The total number of students enrolled in the nursing program was 210, with 92%
being female and 97% being white.

Selection ofParticipants

The researcher's goal for this study was to talk with individuals who had educational
and personal experiences that would provide an excellent basis from which they could
develop knowledgeable ideas and make thoughtful decisions about their personal health.
Students were selected as opposed to experienced nurses because tl}e researcher was
particularly interested in the role that the educational experience played in the
development of values about personal health. The researcher desired to conduct
iµterviews at a time when the students were thinking about and applying health education
to both their personal lives and professional careers.
The interviews took place with a volunteer group of eleven seµior nursing students.
All student nurses were enrolled in the final clinical portion of their education at the time
of the interview and were completing the final phases of the didactic portion of their
education at a community college. The interviewer contacted the volunteers initially by
telephone, and based on that telephone conversation with nineteen volunteers, eleven
participants were selected as a purposive sample. This selection was based on the
willingness of participants to discuss their personal health with _ the interviewer, as well as·
their interest and ability to express their ideas in an open and honest format. An effort
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was also made to derive a group of male and female nurses from a variety of ages. Two
participants were male and nine were female. Ages ranged from 23 to 42 years, and the
average age of the participants was 32 years old. The nature of this investigation did not
require that sampling methods be used to select the subjects for the study (Polkinghome,
1989).
Informed consent was obtained from the participants (see Appendix A)� The
interviews took place in atmospheres that were private, comfortable and convenient for
both the interviewer and the participant. One participant was interviewed at a public ·
library, another was interviewed at a coffee shop, and other students were interviewed at
various locations on their college campus.

Human Subjects Protection

Participants were provided human subject protection in compliance with
requirements for the University of Tennessee, Knoxville, Institutiorutl Review Board.
The study was thoroughly described to each participant both on the telephone and in
person. Each participant �as given a copy of the Informed Consent (see Appendix A) and
the information provided in it was thoroughly explained. Participants were provided with
an opportunity to decline to be interviewed or terminate the interview once started. The
student nurses were given an opportunity to ask questions about the study. All
participants agreed to the entire interview and all agreed to audiotaping of the -interview.
Risks and benefits were described as minimal to each participant, and no incidents
occurred during the interviews that indicated any harm had come to any of the
participants. The researcher maintained secure charge of all documents, audiotapes and
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transcripts, and confidentiality was preserved during the research process by providing
aliases to the participants and removing any identifying information from the transcripts.
· The audiotapes were destroyed after analysis of the transcripts� Transcripts,
confidentiality agreements and consent forms will be kept for three years in a secure
location in the researchers home, after which time they will be destroyed. A
transcriptionist was asked to sign a confidentiality agreement (see Appendix B) prior to ·
assisting in the transcription of audiotapes. Thr�e · transcripts were submitted to the
Phenomenology Research Group at the University of Tennessee, and members of the
group signed a confidentiality agreement (see Appendix D) prior to accessing the
transcripts.

Interview Ofthe Participants
The interview began with an explanation of the study underway, and of the
Informed Consent. Risks and benefits were described to each participant, and the extent
to which the interviewer planned to keep the information confidential was explained. All
� -, \
eleven participants agreed to participate and to be audiotaped. The interview then
.

'

'

proceeded as an unstructured interview, following the questions provided in the question
guide (see Appendix C).
The opening question in a phenomenological interview is usually very broad and
is designed to get a wide range of answers and lead the interview toward the participant's
thorough description of the lived experience. The most important question in
phenomenological interviewing is ''what stands out to you?" This question is based on
the concept of the figure ground phenomenon. Two people may look at the same thing
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and see something entirely different based on their orientation to the world, so that what
stands out to one person may not be the same as what stands out to another. "Why''
questions are usually avoided because they direct the conversation away from the
experience and sometimes results in the participant's attempts to try to explain the
experience by supposing theories about ·it instead of providing descriptions of it.
Questions that tend to yield lively descriptions of the phenomenon are questions such as,
"what were you aware of during that time?" or "what did that feel like when that
happened?" "An ideal conversation occurs when an interviewer's questions and/or
clarifying statements provide an opening for a patient's lengthier and more detailed
responses" (Thomas and Pollio, 2002, p.21). ·
Open-ended interviewing assumes that the questions cannot be standardized
because the meanings, interpretations and understandings are all different (Denzin, 1989).
This interview was a dialogue experience that revolved around several questions related
to the meaning and concepts of their personal health (see Appendix C). the interview
was designed to capture an accurate picture of the personal beliefs, values and attitudes of
the participants, and to accurately describe their experiences and ideas abo�t their
personal health, especially how their beliefs and behaviors relate to their experience as a
student nurse. The researcher's goal was to attempt to gain entry into the world of the
participants and to describe the understanding the participants have of their world. The
participants are therefore asked to describe their experience with the phenomenon, and
their rich details were facilitated by the interviewer's ability to draw out the participants'
ideas that were incomplete or unclear. Occasionally the researcher verbally summarized
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the participant's dialogue for the participant in order to make sure the researcher has a
clear understanding of what the participant was describing.
Because it is unusual for participants being interviewed to revert back to earlier
parts of the conversation, repeated issues are thought to be personally relevant, otherwise
they would not reappear (Pollio, Henley and Thompson, 1 997). The researcher asked for
fuller explanation of these repeating ideas to capture developing themes within the
interview. The dialogical interviews were tape recorded and transcribed. The researcher
kept a personal journal of field notes and brief descriptions of the interview
environments. In transcription process, a written transcript was created from the
audiotape and the audiotape was subsequently destroyed. It was during this process that
the researcher began to develop ideas about the emerging themes. A transcriptionist
assisted with the process, and si gned a pledge of confidentiality (see Appendix B).

Hermeneutic Analysis of the Interview

The primary goal in phenomenological research methods is to describe the
phenomenon from the perspective of the participant (Pollio, Henley and Thompson,
1 997, p. 45). This usually begins by reading transcripts both for their sense as a whole
and for smaller portions that are interpreted. First, the researcher developed thematic
descriptions for each interview, the first three with the help of the interpretive research
group. As the researcher moved between transcripts, certain ideas for more global
themes emerged. Careful attention was paid to words, the meanings of words, and their
patterns of repetition. As the conversation progressed, both the researcher and participant
were taken over by the topic such that the phenomenon could be viewed from the
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researcher's own perspective as well as the from participant, and this was evident as the
transcripts were analyzed.
This is not to say that it is appropriate for the interpreter to attach any meaning to
the transcripts that comes to mind. Phenomenological interpretation is based on certain
assumptions about the nature of human existence, and the interpreter must have a frame
of reference that is committed to describing the phenomenon as closely as possible to the
participant's experience. This understanding of the world as it is for another required that
the researcher frequently step back to a critical distance to reflect on what was read, lest
the researcher bring her own themes to the analysis. The most important component of
the analysis is that the analysis must be supported by the text. Any other attempt at
analysis threatens the integrity of the analysis process, because assumptions about what
the participant was "really" saying will rob the participant of the opportunity for his or
her descriptions to be seen as essential elements of the phenomenon.
The researcher's use of the participant's words during the thematization process
instead of more abstract language helped to avoid the imposition of personal
interpretations on the participant's words. Accuracy was further enhanced by use of the
bracketing interview and use of the hermeneutic circular process during analysis.

The

hermeneutic circle is a continual process of relating the part of text back to whole. This
circling occurs from smaller portions of the text to the whole and back to the portion, and
it occurs from one interview to the whole group of interviews and back to the original
interview. During this time the researcher continually developed thematic ideas, keeping
those that supported themselves with multiple texts and interviews, and abandoning those
that seemed to be poorly supported by multiple texts.
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Bracketing is described as the attempt to temporarily suspend beliefs,
preconceptions and presuppositions such that it allows a first person description to be
seen. As previously noted, complete bracketing of presuppositions is impossible, and
furthermore, there is no guarantee that the phenomenological understanding will be the
same as the participants' lived experience (Pollio, Henley and Thompson, 1997). The
primarily purpose of bracketing is to maintain consistency between the participants'
worldview and the intetpretation. The researcher used results of the bracketing interview
to assist in the developing understanding of .her preconceptions. Bracketing required a
disciplined effort on the part of the researcher to continually evaluate biases through an
active reflective process.

Development ofthe Thematic Structure_

As the thematic structure was created, ·the researcher verified that all meanings
and themes had multiple locations in the text, and that all themes made use of the
language of the participants. The researcher . then presented her proposed �ematization
with supportive documentation from the text to the interpretive research group. The
inteipretive group offered suggestions and support for the selected thematic descriptions.
The researcher then reevaluated the structure based on input from the research group.

Issues Related to Reliability, Validity and Gen�izability
It is not the purpose of this investigation to achieve statistical reliability or
generalizability that is typical of positivist research, but to assemble thematic notions that
could be applied by the reader to his or her own experiences or the experiences of others.
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Quantitative methods to measure reliability and validity may in fact be inappropriate for
use with qualitative data because the goals of each are entirely different. (Denzin, 1989;
Strauss and Corbin, 1998). Denzin (1989) states that ''the streams of situations and
experiences that make up everyday life will not submit to experimental, statistical,
comparatiye or causal control and manipulation. Every human situation is novel,
emergent, and filled with multiple, often conflicting, meanings and interpretations".
Validity points to the level of confidence the reader can associate with·the
research. The researcher pursued this process with thorough attempts to expose
assumptions freely, use of the language of the participants when possible, protection of
the true experiences of the participants, seeking counsel of the phenomenological
research group, use of the bracketing interview, and consideration of multiple alternatives
during analysis. Corbin and Strauss (1988) remind us that �e ''real merit of substantive
theory lies in its ability to speak specifically for the populations from which it was
derived ·and apply it back to them" (p.267). The reader is therefore charged· to reflect on
the information to determine personal applicability.
Both Gadamer (1976) and Merleau-Ponty (1945/1 962) argue that it is impossible
to step out of one's own perspective and view the perspective of another and at the same
time leave behind all that is associated with the analyzer's history and culture. Therefore,
the researcher's desire to see things as they ''really are" gave way to paradigm of thinking
that does not try to search for ''the truth" as if there is only one. In phenomenological ·
research, the futility of separating the researcher's biases from the study does not create a
problem of validity. The phenomenological search is not for the way things ''really are",
because · both the participant and researcher are understood to view things from their state
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of being-in-the-world, and what "really is" represents a fusion of what b�th-the researcher
and participant create together with their conversations and their individual histories

Summary

The purpose of this inquiry was to examine the experiences, attitudes and beliefs
of student nurses related to their personal health, and to investigate those experiences,
· attitudes and beliefs as they relate to their education, relationships, values and career
choice. This chapter provided a description and justification of the research methods
applied based on hermeneutic phenomenology. It provided a description and outlined
selection procedures of participants. Interview and analysis procedures were presented.
The role of the interpretive study group was explained, and issues r�lated to reliability,
validity and generalizability were discussed. Results will be pr�sented . in Chapter Four.
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CHAPTER FOUR
Results
The purpose of this study was to examine the experiences of student nurses
related to their beliefs and attitudes about their personal health. This purpo_se was
•.

.. .

achieved through phenomenological interviews with senior nursing students seeking an

associate degree. Participants were encouraged to provide in as much detail as possible
their experiences about their personal health. Chapter Three provided a description of the
phenomenological methodology used during the study including analysis of the
interviews. Through analysis of the interviews, a thematic structure emerged that will be
presented in this chapter. This thematic structure includes the contextual grounds as well
as the major themes derived from the analysis.

Demographics
The student nurses that were interviewed were all senior nursing students enrolled
in an associates degree program at a community college in Tennessee. Two participants
were male and nine were female. Ages ranged from 23 to 42 years, the average age of
the participants was 32 years old, and the median age was 33. All the participants were
Caucasian.

Thematic Structure
The nursing students richly described their experiences with health, and they
discussed ideas about health that are common to most people including exercise, eating a
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healthy diet, getting adequate sleep and overcoming stress and depression. Within these
descriptions of their experiences, they talked primarily about how they looked and felt as
a result of their health practices in such a way .that feeling good/looking good became the
dominant theme, supported by three other themes with polar dimensions: 1) caringfor
myself/caringfor others; 2) I control my health/ my_ W()rld controls my health, and 3) /
have energy/ I'm tired. These paired themes were not entirely polar beca�s<? some _

participants described that they had achieved a balance betw�en the two conflicting parts
of the theme. The participants described their experiences through the common grounds
of both �ime and the Body such that these two grounds became inseparable �om the.
thematic language of all the participants and emerged as the contextual grounds for the
themes.
Feeling good/looking good, the most dominant theme for all the pal'ticipants,

emerged through phrases such as "I improved my self-esteem," "I liked myself," "I .felt
happy," "I loo�ed good," or "I was confident." In their descriptions,feeling good/looking
good took o� both active and passive dirp.ensions. This active/passive dialectic emerged

as the second theme of_/ control my health/ my world controls my health. The
participants often described associations between health and energy or being tired, which
emerged as the third theme. Many participants talked about their health in relation to
their interpersonal relationships such that the dialectic of caringfor myself/caring/or
others emerged as the final theme of the student nurses. This theme was expressed as

either a belief that "I must be healthy so that I can care for others," or "I can't be as
healthy because I need to care for others." Two participants describ� an experience of
declining health that offered them an escape from caring for others.
65

Contextual Grounds
The contextual grounds of the phenomenological experience are those grounds
that if removed from the experience, the experience would lack all meaning and
connectedness. All the participants grounded their experience within Time and the Body.
Time. The participants richly described their health in terms of tinie by making
frequent references to past-present-future tenses and to the constraints of time, suggesting
that time had a great significance for the participants. Sherry talked about how important
it was for her to be able to fit health within a flexible time frame after having two years of
a regimented exercise schedule as a member of a rowing team:
For the last two years I have gotten up at 5:30 a.m. and worked out all day
and worked out
in the afternoons and after I quit that I was like, "I'm
not
.
.
gonna do anything I don't want to do. I'm gonna sleep in." I've been able ,
to go at my own my pace and work out when I want to and I feel better
about that I guess now that I think about my total health.
Time was often described by the participants through words such as routin�, cycles,
daily schedules and habits. Sherry said:
You just, ah, it's a never-ending cycle. Well I didn't do it this time, but
I'll just do it this time. I'll just start this week. I'll just start today, and it's
the next day and the next day and the next day and then nothing ever
happens.

Or you

might go work out really hard for a few days and eat

really good and then you slide back into laying around or whatever.
James said: "Exercise for me is really hard to start. Once I get started and there's a
-period there that is difficult, but once you get started and then you get a habit and a
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schedule then it's pretty boring after that. It's getting over that part· and then maintaining ·
that . . . it's difficult also." Diane, who described herself as very healthy in terms of her
diet, talked about her frequency of eating meat: "I eat meat about three times a week and
that seems to be enough for me," and JoAnn who was on her high school track team
talked about her running frequency: "I've always felt healthy, especially if I run a lot ,- you
know, three or four times a week, I feel good." Wanda who describes exercising
sporadically throughout her life said, "it was 1999, ! joined a gym and started working
frequently like three or four times a week. I did that for a period of a month or two and
· that felt really good."
Some participants referred to distinct periods of time in their lives that stood out
to them as being distinctly healthy or unhealthy times that were · often different than their
normal state of health. James talked about such a period and even implied that this
period of time was missing for him: ''There was a time period where I ah, became I guess
depressed. It was like I kind of fell out of exercise and a�so didn't watch my diet; pretty
much ate whatever I wanted, ate a lot of junk food and actually drank alcohol quite a bit
and that that lasted for a while. Kind of takes a chunk out of your life." Seven of the
nine female participants talked about a past or future pregnancy as being a distinct time in ·
their experience of health. Donna, a non-drinker and non-smoker, talked about
pregnancy as being a unique time for her:
I felt very healthy with my pregnancies, both of my pregnancies. I ate
really good and I didn't, well I've never drank or smoked so that's never
been a problem for me, but I stopped drinking caffeine and I drank a lot of
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water, I ate a really good diet, got a lot of rest. I probably felt healthier
[ during] those times even though I'm just proportionately not heal�y.'
Teresa talked about a medical problem she experienced while pregnant and deeply
situated it in the context of time:
So that was another real unhealthy part of my life but I knew that as soon
as I hit 20 weeks of pregnancy it was just gone like that and I knew.that, I
knew there was end to that, a foreseeable end and it was fast and then l
was feeling good as far as, except for getting my strength.back up. That ·
took a little bit of time, but I knew, I could see the end there.
Lynn described a distinct period of poor health related to the time of a troubled
relationship:
I want to tell you part of it, half of that year, the reason whyl was so thin ·
'cause I had quit eating for a while and I went into . . . I passed out in the
hospital, which was a good place to be passed out in. The relationship I
was in was stressing me out to the point where it was nauseating and I did
not want to eat. It was just the last thing on my mind.
All the participants made comparisons between their present and health, often
referring to youthful times as being healthier. Vicky, a married mother of three and
former smoker said:
It was just, a part of that too was being young. I was an optimist. I was
carefree. I didn't have any concerns about my health. You· know and I
really didn't have any concerns· about the future tor my health obviously,
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'cause I was smoking. But you know just that, I guess that invincible kind
of attitude, you know, that you have when you're young.
Three participants described this comparison between their past and present health in
terms of looking at old pictures. Teresa said: "you know, I use to take my, have pictures
. of me when my nails were always done and my makeup was always �one and that kind
of stuff and I just don't, I just don't do that right now." Sherry the rower described this:
I talked about it with my friend. the other day 'cause we were looking at
pictures of us ip. high school and she was like, "You know, but even back
then were we happy?" and we weren't and we looked good, but we weren't
happy (laughing). I was like, "you know, it's never gonna change," and she
said, ''No, it's not. We're always gonna feel this way."
Nine of the eleven participants talked about the constraints of time especially as it
related to their ability to exercise and eat healthy foods. Tracy relayed an experience of
not having time to lose weight between giving birth to her second and third children
within the same year:
But you know that was probably the worse, because here I was trying to
recoup from two major surgeries in one year, plus had the extra weight from
not only the first pregnancy but not having time to get that off and having to
deliver the second.
Donna, a divorced mother of two children, . talked about not having time to have a lump
examined in her breast:
I found a lump in my breast and it's been there for I guess about a year and
I finally got it checked the other day and it, it was nothing. I t was fluid
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filled but I knew I had to do something about it. I just didn't have time.
That's such a poor excuse but I finally said, "Okay, today's the day. I'll
go."
JoAnn described her nursing education as a being a time constraint on her health: "Well I
mean, you're so, I'm so busy with the school that I haven't had time to exercise." Peter - ·
said: "I wish I were more physically active and I would like to lose a few pounds. I'm ·
hoping with the extra time I have now, not going to school full time I'll be able to be
more physically active again." Vicky said: "I'm working part time. now and in school full
time, I don't always have time to make those full balanced meals like I'm supposed to."
Teresa, a working mother of four children, describes the constraints of time for her in
detail:
I work full time. I'm in school full time. I have four children. We just
bought a new house. I work nights. Go to school days. I don't eat

as, I

mean fast food is very easy right now for us and I love to exercise, I don't
have the time. I don't even have the time to put the kids in the stroller and
go for a walk. It's just because there's laundry and dishes and all that, so I .
feel very unhealthy now because I'm in a terrible routine and have been for
three years and I can't escape it right this minute which graduation is a
brighter side for ine, I'm hoping.
The Body. Participants placed their body at the center of the description of the
experience. They described perceptions and interactions between their body and world in
the physical, psychological and spiritual sense. The participants described a variety of
bodily senses through which they perceived their experiences. All the participants talked
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about how health made their bodiesfeel both physically and emotionally. Sherry, who
described herself as very healthy, provided this physical feeling of health:
[When] I think of health, healthiness, I think of my, how in shape I am and
as far as my ability, my endurance, my stamina, the condition of my body,
. . that's what I think of when I think of health. And lack of sickness, you
.. .

know, not sick and it's probably when I was rowing: Severe punishment I
·put my body through but it was a time when I was working out daily for
several hours a day.

'

....

Later she talked about a more palpable sense of her physical body that occurred
during a hiatus from exercise: "I thought about [exercise] but I just �idn 't and I
turned into mush. I just turned into a big blob. All that muscle just . . . I lost all my
muscle."
Other participants talked about what they saw when they looked in the mirror or
at pictures. Wanda talked about seeing her body as she described what she felt: "At that
point it was, the whole physical thing, that bum when you 're working out and strength
training. I love strength training and looking in the mirror and actually having a butt."
Others talked about how they thought their bodies were percei".'ed by others, such_
as Tracy who gained excess weight during her pregnancy and worried about what her
husband though of her:
I couldn't get into any of the clothes I had, and of course you know that
post-partum depression thing is always a little thing sitting there with you
with all the systems trying to go back, so to me it was just a handful,
because you know my, you always have that desire too 'cause, you know
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, ,

I'm married, and when I met my husband I was this small little person and
had this little bitty waist, and here I am ''what will he think of me now?
He's never seen me like this."

.
Many participants described changes in their corporeal bodies· that occurred while

they were experiencing a health episode such as losing·ot gaining weight or achieving· _. · ·
new physical skills. Diane's experience was of a recent illness:
This is probably the most unhealthy I've ever felt. I didn't eat for about 2
weeks. I would drink juices and stuff. But I got really sick, and I had this
b� stomach virus going on and l just couldn't hold anything down. So the
more that I ate the more I would throw up, and I just felt horrible then, and
I felt sick and I lost a lot of weight. I lost about ten pounds, and I knew
that I wasn't healthy, but I didn't really know what to do with it.·
Other participants described changes in their concepts, ideas and attitudes of the
Body. Tracy, a former accountant who was married with two children provided the·
richest description of the Body as it perceived, moved and changed within the context of
. her health. Her experience is that of losing over 100 pounds at age 15 - a fter her doctor
discovered her uncontrolled hypertension:
· I had energy, when I could do more, when I could run up a flight of steps
and not be short of breath, you know, things like that. Things that I never
experienced as a child. I could run across the yard whereas before I .
couldn't. Being able to go get clothes and wear them, as opposed to ·
having my mom make them because . I was so large. I didn't wear a pair of
blue jeans until I was 17 years . old. My first pair was back then, Gl�ria
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Vanderbilt's. I bought the first pair myself. Forty bucks wii,t my first
paycheck. I wish I still had those jeans! (laughs) So it was pretty neat. I
think it came at a good time for me because had I not gotten to that point
at that age I think I would still be morbidly obese at this time. If it had
not, if something hadn't broke that cycle for me. Because I still tend, I
have to stop myself, I still tend to do that eating when I'm studying for a
test. But I know what I need to do because I've seen the result, being in
the medical field now, of what the body systems, how they break down.

Diagram of the Experience
Figure 4. 1 depicts the thematic structure of the way that the nursing students
experienced their health. The large circies represent the co�t�xtual groundings of Time .
and the Body. They are interconnected to demonstrate that the context through which the
participants viewed their experience was at the intersection of these two gr�unds. The
dominant theme,feeling good/ looking good, is depicted at the apex of the three
dimensional triangle. The comers of the triangle represent the three dialectic themes,
caringfor myself/caringfor others; I control my health/ my world controls my health;
and / have energy/ I'm tired. The theme of/ control my health/ my world controls my
health is depicted as being most closely associated with Time, and the themes of
energy/tired and caringfor myself/caringfor others are depicted as being more closely
associated with the Body. The triangular shape suggests the interconnected nature of the
themes to each other.
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FIGURE 4.1 Thematic Structure: The experiences of the personal health of student
nurses
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Themes
The themes that emerged from analysis of the interviews with the student nurses
are discussed within the contextual grounds of the Body and Time. Within these
grounds, four themes stand out as being distinctive: 1) I control my health/ my world
controls my health;

health is perceived as being either within or outside of the individual,

2) I have energy/ I'm tired, especially as it relates to activity or lack of activity, 3) caring
for myself/caringfor others is

connected to the relationships that are important within the

nursing student's life, and 4)feeling good/looking good, which most frequently was seen
in descriptions related to liking or not liking the body, confidence and self-esteem. Table
4. 1 summarizes the frequency of each theme as observed from the participants'
descriptions.

I Have Energy/I'm Tired

All but one of the participants talked about their health in terms of the energy or
being tired when they talked about experiences associated with their health. They
specifically used the terms 'energy,' 'fatigue/ 'tired,' aa�d 'being �tive,' especially when
they described exercise, illness or weight loss. Their descriptions were very movement
and activity oriented, such that energy was associated with movement and activity, and
being tired was associated with lack of movement and activity. Wand.a, a married smoker
with no children described how the activity felt to her in terms of energy:
I guess I was about 10 years old and I actually ran more than 50 feet
(laughs) and I wasn't you know, like out of breath or anything like that. I
felt pretty healthy then. It just ·felt really good. The way my muscles feel
15

Table 4.1 : Thematic Summary of Participants

I control my
health/ My world
controls my
health (see pages
87-96)
It energizes me. As far as death. . . I guess what really
I feel more alert if God had called stands out is just
feeling like I didn't
to what's going it that day, I was
have as much
on. I feel more scared for my
awake. When I family, my
control. You know
wake in the
being sick you don'1
children not
mornings I feel growing up with a have control over
more awake, I
certain parts of your
mom . . . cause I
don't feel as
body. You know
had friends that
groggy, it just
had to deal with
that something has
gives me a
that. It was more invaded your body,
boost of energy for other people
you know, and it's
and it's really out oJ
than myself.
your control.

Participant I have energy/
I'm tired (see
and Age
pages 76-80)

Thematic
Examnle

James (42)
Wanda (28)
Donna (28)
Lynn (23)
Vicky (36)
Teresa (33)
Sherry (25)
Diane (24)
Tracy (39)
JoAnn (37)
Peter (38)

•

•

•
•
•

•

•
•
•
•

Caring for
myself/ Caring
for others (see
pages 80-86)

•

•

•

•

•

•
•
•

•

•
•
•
•

•

•
•
•
•
•

( • = theme present in interview)
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Feeling good/
Looking good
(see pages 97102)
Feeling that I
look good,
feeling that
I'm eating
well, I feel
good, you
know, I'm
getting
enough rest,
that's what I
think of when
I think of a
healthy
feeling. -

•
•
•
•
•
•
•
•
•
•
•

when they're moving and ah, blood coursing through you. I mean it was just a
very physical feeling, very in tune.
Jaines, a former nursing assistant and volunteer rescue squad member described how
activity 'saved his health' as he compared himself to inactive people he knows:
I've seen friends that decide that they're getting old and they're gonna act
old and they just go home and sit on the coach and watch TV, you know
and drink their beer and eat potato chips and that's just seems_ to be the, you
know, work their day and come home and sit on the couch and that's about
all their interested in and I really don't understand that. I like to get out and
do things and it saves me, you know, be active and ah, I think that that's a .
positive thing about me that actually helps me out.
Donna, a divorced mother of two children, associated energy with her pregnancy and
with happiness:
I had energy. I was happy and I wasn't sick but I had very good
pregnancies because I didn't experience morning sickness or nothing like
that and I didn't get sick with certain food so. I mean it, I've had really
good pregnancies. It was that's probably the best I have felt in my life.
. Tracy, who lost over 100 pounds, talked about _energy in tem1s of movement: "I felt
better when I had energy, when I could do more, when I could run up a flight of steps and
_not be short of breath, you know, �gs like that. Thin�s that . I ne�� experienced as a
child. I could run across the yard whereas before I couldn't." Sherry talked about energy
related to her exercise routine and talked about how it improved her �elf-esteem: "\Vhen I
exercise I feel like I have more energy. I feel better about. I feel better about myself and
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just feel like I'm getting more accomplished and laying around all the time· and not
exercising." Diane also talked about the energy she felt from exercise: "It energizes me.
I feel more alert to what's going on. I feel more awake. When I wake in the mornings I
feel more awake, I don't feel as groggy, it just gives me a boost of energy/'
Lynn described how her energy was associated with her being thin and being
active. Lynn later described how her weight loss after a break-up w_as severe tmough to
require being h_ospitalized:
The healthiest I felt was probably my senior year in high school. I was in. a
lot of sports·. I had a lot of energy. I felt like I had more energy than you
know I've had since. I was thinner and I think the energy was the biggest
thing for me. I just had a lot of en�gy compared to now the energy, I think,
I think it just, I don't know and, maybe some,'you know the confidence also ·
made, make, made me feel healthier. I wasn't as winded, you know, ·as I
.

'

'

was before. When I wasn't eating, you know, I thought I could live off of
coca cola for days at a time and was very hypoglycemic. Which I still_am
some. But I think mostly the energy; the energy is the best.
Vicky described that she felt energetic and healthy with she was thin in spite· of her
smoking habit:
I was very skinny and I guess all the other girls in school were very jealous.
They used to say, you know, I was anorexic or I wore like a size tllre� or
one even, and you know, even one time I was tu.med away from giving
blood because I didn't weigh enough. I mean I was old enough but I didn't
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weigh enough so. I guess just because I was really thin. That was before I
had any kids so . . .
I: Tell me what that was like for you?
Vicky: Oh, it was wonderful. I had all kinds of energy. I mean even though
I did smoke, I just felt like I cou�d run,. I don't know, just any, any, any
amount of time I wanted to run. I could run and jump and hang in there
with the big boys, I guess. You know more energy, it just made me feel I
guess more alert at times, you know, especially later in the evening when ·
I'd usually get really dragged down.
For Teresa, the busy full-time working mother of four said that it was energy she lacked
and she associated this with being unhealthy during a. serious illness: •'I did not have
enough energy to get out of my bed and walk to the bathroom. I barely had enough
energy to slide over and put my heiny on the commode."
Sherry, the former rower who thinks she is a "pretty healthy person/' described
that in spite of the fact that she was exercising on a daily basis as ·a rower, she
didn't feel healthy because she was tired:
. Ahtn, I mean there was no doubt that I was getting adequate exercise. But
you know, ha, you know, now that I think about it, retrospectively I was in a
lot of pain too. I had I had �ome back injuries that are still with me so if
you want to talk about health, I probably wasn't as healthy as I could have
been and I was tired all the time because I wasn't getting enough sleep.
Diane, a typically active mother of one, talked about being tired and unable to be active
due to an illness:
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.

'

.

.

I didn't want to do things around the house like I normally did, the things
that I really love doing,' playing with my little boy and going out and stuff.
I didn't feel like doing those, I was tired all .the time and fatigued. lwas
real irritable then too. I was hard to get alorig with.
Wanda talked about her similar experience with illness:
I was a CNA and I was going to school and, got caught out in a rainstorm
on a on a cold night and got pneumonia and so I couldn't work. I forced
myself to go to school but between the medications that '1 was on antibiotic
and it depleted my GI flora so I felt sick from that. My ribs hurt because I
was coughing so hard. I thought I broke a rib at point. I couldn't sleep ·
unless I sitting straight up and I was talcing a lot of pills and I'm not � pill
taker. I don't like to and even though some of them were vitamins. I was
depressed. I mean I would sit there and take my pills and cry at the· same
time and I'd take a shower and have to take a nap after I took my shower. I
slept most of the day. Everything wore me out so it was terrible.
And Vicky, who had a broken arm during her interview, said:
I'm missing out on school, you know and it's because of the stupid virus
(laughing) you know and it just, I don't know, it just really brought me
down. It really made me feel down and emotionally and physically, I was
drained. Ah, you know, just all aspects I guess when you get sick like that.
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Caringfor Myself/Caring For Others
For all but one of the female participants, they believed that their health was
associated with their ability or their obligation to carry out their roles· as a spouse, mother,
or other caregiver. Neither of the male participants expressed this association. Some of
the participants specifically expressed 'that they needed to be healthy �o that they could
care for others, and others expressed a lack of understanding as to why another person
would reject health if it damaged their ability to care for or care about another person.
' J

Several participants explicitly expressed that they had neglected their own health for the
sake of taking care of the needs of others. Donna was one of two participants who
described that she decided to become a nurse based on an early experience with being
forced into being a caregiver:
'

.

I guess I was about ten when my mom left my dad and he was very sick and
he had asthma and emphysema and I had to take care of him. So ah, he was
very ill. He was almost bed bound. He was on a lot of steroids and oxygen
at home and had a portable oxygen tank to carry with him and inhalers and
just all kinds of medical stuff that I had to suddenly become the caregiver of
him.
Donna, a single mother, who discovered a lump in her breast, expressed that she needed
to be healthy in order to attract a husband, and she explained how her role as a caretaker
acted· as a barrier to her ability to monitor her own health:
I thought for me, being a single mom with two kids and ever of hoping to
have a husband again, that was, that was an issue to not have breast. I mean
men aren't typically �ttracted to women that don't have breasts. I tried to
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just not think about it really. I mean I, I knew it was there and I knew I ·
needed to do something about it and it scared me, but the way I kind of
dealt with it was I just pretended like it didn't exist until I finally had time
to go do something about because I have so much other stuff to worry about
and that seemed, my health always kind of seems to get put on the back
burner above everyone else's. . . my kids, my mom's, my families, my
patients. It always kind of, they're always out there in front.
Wan� who was recently married, described how she needed to be healthier and stop
smoking, not for her own health's sake, but for the sake of her future children:
I love to smoke. I know it's bad for me. I know I need to quit and I'm
gonna quit cause I don't believe in smoking while you're pregnant and
we're looking for having kids. That's · not their choice. It's my choice to
smoke and I don't believe in forcing something on other even though you
know, they're not born yet it's still something a decision that they can't
make for themselves so I have to make it for them... [I need to be
committed to health] especially after I have kids because. . . or before I have
kids actually because I want to train my body into being healthy for them
and then I., the way I see it, if I start before they're born then after they're
b�m, it j�t naturally follows that I'll stay in those habit because they will
have b�come habits, so . . .I think it's really important, well, not, it's not so
much about my personal health as the health of children because I'm.very
passionate about that. Again it's not as, it's not a decision they can
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consciously make for themselves, it's something that parents need to do for
them.
Vicky expressed that she neglected her health in order to care for others in her family:
I would say a couple of years ago when my, not my bio, well I have two
dads. My biological father who I didn't meet till I was 18 and my dad
who raised me and he was technically -my step dad but he was still my dad
to me, but he passed away a couple of years ago and I guess right after that
my health �ook a turn for the worse �ecause I really was so focused on that
and my sister and brother and everything that was going with that, that I
really didn't take care of myself.
Like Wanda, Vicky also stressed the impo�ce of being healthy so that it provides a
good example to her chil<;lren: "You know that, even though I'm �ng to teach my kids
to have a healthy eating habits, if I'm not doing it, you know that's not setting a good
example."
Lynn explained that she was expos� to me�cal issues at an early age because both of
h� parents had medical careers. She describes nursing so far as ''the greatest thing in the
world." She said that she doesn't exercise or eat well, and she is a smoker. At one point
during high school she required a hospitalization because �he was too thin� and she
described an in�ident that she related to her relationship with her boyfriend:
I wasn't eating there for awhile. Ah, you know, passed out, _realized Ll-iis is
not what needs to be going on. So that you lo�ow I decided that I was
gonna start eating right. Not let things stress me out so bad to where I
didn't eat. Not let myself forget to eat cause I could just very easily 11ot
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eat and not even think about eating. The relationship I was in was .
stressing me out to the point where it was nauseating and I did not want to
eat. It was just the last thing · on my mind.

..

Diane, a petite, attractive 24 year-old who believes she is very healthy described her ·
husband's lack of support for her and the way it made her feel when she was �able to
care for her husband and son during her brief illness:
[I was] just irritated at myself, I would want to· do things and I didn't have
the energy to get up and do them. My husband would ask me if I was
going to cook dinner, he didn't say "hey what are we having," he would
ask me if I was going to cook dinner and I wanted to but I couldn't get up
and he would get kind of irritated.
I: So the irritability for you came from...
Diane: Not being able to do what I wanted to do and not being able to do
what my son and my husband wanted me to do for them. Because you
know my boy wanted to go play, and I wanted to but I couldn't, and he
would just "Hmmfl Come on mom, let's go play!" and he didn't
understand. But they would get a little irritated with Irie because I wasn't
doing the things that I normally did.
Diane also couldn't understand why her grandmother didn't eat 'for the sake of others'
during a battle with cancer:
My grandmother had breast cancer, and she got to a state where she totally
quit eating...and that was hard for me because I didn't understand liow you
;

�

could not eat and not want to· go on. I didn't understand that a person could
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be alive and not want to eat or not want to take care of themselves. I felt
that she would at least want to take care of herself for her children, and for
her grandchildren. And she never, she never gave them another thought.
So it was difficult me to understand how somebody could just totally forget
everything around them and not try to be healthy for the people .who are
there for them.
Teresa, a fulltime nurse's assistant and mother of four who was frustrated with gaining
weight also expressed that she felt unhealthy due to competing demands on her from
family:
I work full time. I'm in school full time. I have four children. We just
bought a new house. I work nights. Go to school days. I don't eat as, I
mean fast food is very easy right now for us and I love to exercise, I don't
have the time. I don't even have the time to put the kids in the stroller and
go for a walk. It's just because there's laundry and dishes and all that, so I
feel very unhealthy now.
Teresa also talked about feeling guilty because she could not be as thin as · her family
expected she should be:
My family is a very active family so for me for the past couple of years
not exercising, whoa, I just feel terrible about that. I actually feel guilty
about it because it was such a integrative part of our lives as we grew up.
In my family that to not do it, it's like whoa, you know, I don't even want
to talk to Dad cause he's gonna �k me, "How much do you· weigh now?"
And Tracy who lost 100 pounds during high school said:
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As I've aged the hypertension has come back to haunt me and is still with
me so I was concerned with hemorrhaging, I was more concerned with
medical at this point because of where I was in my career, I knew where I
was heading and I knew more about the medical side of it, but also it was
distressing because I knew I needed to take care of my children. I didn't
have the energy to do so.
Tracy described that her greatest concern with death was leaving her husband and
children without a mother:
Mainly being scared was leaving my family, leaving my husband with
three children. As far as death itself, I was very settled with that if that
had come. It had crossed my mind, laying there in a dark room by
yourself, its like "Okay, what's going on, I'm by myself, there's no nurses
around, I know too much about medicine", umm, no I was, as far as death,
my life's prepared to go on if that had been the call, if God had called it ·
that day. I was scared for my family, my children, not growing up with a
mom, and things of that nature, cause I had friends that had to deal with
that. It was more for other people than myself.
Some of the participants described experiences when their health offered them a
disconnection from their roles as spouses and parents. Joann described ho� exercis�
gave her a break from the connection she had with her husband: "It made me feel better
to exercise. Ahtn, well I just think that it took my mind off of him and our· problems, you
know, and more on me and what I need to do with myself and more independent, kind
of." Donna expressed serious concerns about the amount of pain medication she was
86

regularly taking. She feared becoming addicted. She described that during the times that
she was admitted to the hospital for treatment of her headaches, she was afforded an
escape from what she perceived to be the overwhelming responsibilitie� of her female
roles:
They gave me a lot of Demerol and Phenergan to help the pain and stuff and
that nausea, and at the time I remember just feeling, I didn't want to think
about anything and I didn't want to do anything. I just wanted to stay
knocked out and rest and I remember just thinking how nice it was to be in
the hospital, not have to cook any meals (laugh) or think about anything or
take care of any children or do any laundry or anything like that. And that's
probably a terrible thing to say but I mean that's just how I felt at the time.
I was so relieved to be somewhere where someone else was making all the
decisions and I didn't have to and that was nice. You know, just call and
say, "Come knock me out," and they would come knock me out and I
would just sleep and I gtiess after I got rested up I was like, "Okay, I'm
ready to go home," and they said, "Okay, you can go home now."
She later describes that she wants her physician to care for her by supervising her pain
- medication because she lacks the ability to do this by herself:
You know, I just, I don't even let it get no where near migraine status to
where I'm eating the pain pills and I'm afraid that I'm gonna be addict�d to
those or that rm already addicted to those and I mean how do you really
know. I'm definitely looking at it and I've talked with my doctor about it
and I think that's very important so that he could keep an eye on me
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because when you get to that point, you can 't really keep an eye on yourself
anymore, you can't police yourself anymore 'cause obviously it 's not
working.

I Control My Health/ My _ World Controls My Health
All of the participants mentioned concepts of control related to their health. Some
participants focused more on the idea that health was out of their control and was a
product of the worldly devices that made up their lives such as time, schedules, and
family. These participants described competing demands on their time and energy in
ways that allowed their health to be seen by them as a passive_ product of �eir world.
Other participants expressed that they fe�t in charge of their health an4 �eeded
independence in controlling it. These participants used words to express that they want
to be the drivers of their health. Some participants expressed both dimensions of control
within their experience of health.
I Control My Health: Sherry, who was on the rowing team in college, explicitly
expressed that she is in charge of her health because she does the ''right thing" to take
care of herself:
I feel like I'm pretty healthy overall, a pretty healthy person. I guess-I'm a
comparer. I look at, if, as far as in the nursing community, I look at my
health compared to a lot of nurses and I'm like, "Good grief," what an
example fve been setting because they're all over weight and you know it's
awful, and they all smoke. Half the students here smoke, I mean, in ·
between, you know, class breaks they're out there puffing on it and I feel
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like I'm pretty healthy overall that I have pretty good health and yeah I
guess comparatively I exercise and eat relatively well. I don't eat all day
long or just eat really bad stuff all the time. I don't do. I don't smoke and
use drugs or anything like that (laughing). That makes me pretty healthy I
guess.
Diane, who described herself as being both very healthy expressed control of her health
as she described being a visitor to a chemical dependence group:
For me there's always been a way out of things. There's always been an
escape route. You know you can always get out of whatever it was. And I
went to some chemical dependence groups, to some, to some therapy
groups, and I didn't really, that the people who are doing these substances,
these chemical substances can't quit just like that, like I think that I could,
and like I think that they should. They can't do that. And that's the hardest
thing to understand.
Sherry the former rower expressed her need to be in control of her health schedule; even
though she exercised less, she felt healthier:
The past couple of years after I graduated and I got out that just total
workhorse, you know, I was working really hard. I've been able to go at
my own my pace and work out when I want to and I feel better I guess
now that I think about my total health. I feel healthier now then I did then
because I was in so much, I was in pain all the time. So . yeah, I gues� that
wasn't as healthy but when I think of my physical condition, I_was in
better physical condition maybe. After I quit rowing, I was l_ik�, "Okay."
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For the last two years I have gotten up at 5:30 a.m. and worked out _all day
and worked out in the afternoons and after I quit that I was like, "I'm not
gonna do anything I don't want to do. I'm gonna sleep in."
James, whose father died young due to complications from a heart attack, described his
ability to take control of his depression:
You know, it develops to the point where you have panic attacks, and those
are very hard to control because actually after you've had a few, you realize
what's going on and you notice the premonitory signs, you can tell that it's
coming on and it's hard to just, to stay calm and talk your way through that
and just not let it happen. It's a little fearful because you think of it being a
thought process not a physiological [one], you know, it's just brought on
your own anxieties and emotions that if you're aware of that just that is
going on, you would think you'd be able to control it and prevent it but it
doesn't always work that way. I think I got to a point where I could do a lot
better if I'd manage it a lot better or at least reduce the occurrences. I think
there are times in your life when you become in control based on successes
that you've had and then there's time that you have less control, you know
based on whatever's going on in your life emotionally or situational, you
know with career or jobs or school or relationships and things so I think it
. just pretty much, you know builds up.
Donna, who first became a·caretaker at aged 10 when her mother left her seriously ill
father, expressed her feelings of control over defeating her caffeine habit:
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But I did recently stop drinking caffeine. I drink one caffeine drink a day,
so I'm trying to decide if maybe that might help with my bowel disease and
just feeling better all around. It seems like it has helped a bit. I don't feel as
drained or as needy of it. I kind of feel like I had to have a coke every
morning and my Little Debbie, that was my breakfast and that was the start
of my day and without that my day didn't start. So kind of just took that
crutch away from me and I kind of just start my day on my, all on my own
now. With a Sprite (laughing).
Teresa expressed being frustrated with her weight. She was one of several participants
who saw certain elements of health as something that could be fixed by talcing control:
For the most part I'm healthy. I don't have heart problems or diabetes. I
don't.. . there's no reason why I can't fix being overweight. Being
overweight in itself ! guess can be a health problem- I just see it as a lack of
willpower more than I view it as something that uh, uh, uh -it's a health
problem- it's a fixable one and its an easily fixable one if I-don't have heart
disease or diabetes or something that keeps me from doing things- that I
couldn't do anything about. I think that's a little different.· I see that
differently. There's no reason why I can't fix myself, I don'thave anything
looming over my head that's unfixable.
Peter, despite his diabetes, believes he is a very healthy person. He expressed that
he became depressed because he could not take control by 'doing what he .
wanted' after a knee injury:
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[Being healthy is] being able to do the things that I would nonnally do in
life, being able to spend time with my family, being able to do all the
recreational things that I do. I can remember when I was about 15 or 16
having a knee injury and for a few months not being able to do the
physical activities that I wanted to do. [It was], I guess for lack of a better
term, depressing.
I: What was depressing about it?
P: The helplessness. Just not being able to do what I wanted to do;
While Peter had virtually little control over his diabetes, he was able to take control of the
disease in other ways:
Probably the point where I first decided to really take over my hea�th care
was my first year in college out of high school, and my father had always
controlled my access to .health care, had always controlled who the doctors
were I was going to see. At that point I went and fow1d my own doctors,
and became self-educated in my own health care and diabetes- learned a
lot about it.
I: That was significant for you in what way.
P: It was significant for me in that I was taking control of my own health
care.
I: How did that feel to take control? .
P: Empowering.
And Peter described a second incident:
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I wanted to become a private pilot and at the time you were not able to
become a private pilot if you had diabetes. It caused me to, first of all, get
very active with my health care. I had written letters to legislators, the FAA
and a few other people trying to get that changed. It was a federal law that
was changed in the mid-nineties.
I: Maybe because of one of your letters
Peter: Possibly. · I was not only very involved in my own health care but I
became an educator and a public speaker on issues related to diabetes.
And I became very active in trying to change other people's. behaviors
with diabetes.
Several participants expressed a desire to have more control over the health of
others. Sherry said that she derived a special joy from working with the elderly.
She expressed frustration that she was unable to help her grandfather deal with his
loss of independence after a stroke:
I feel like that I'm should be able to tell him something. I feel like I should
have an answer for him but I don't and I wish that I did so it's hard
emotionally and it's hard that I don't have the knowledge to tell hµn what to
do. When I visited him, it's depressing. It depresses me. It's like I wish
there's something I could do or say to make him feel better but I just
there's nothing you can do. Nothing I can, well nothing that I know that I
can say so it just, it weighs on my mind, you know.
Peter expressed a similar frustration:
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The incident that sticks out most in my mind was when my father-in law
was dying of cancer and watching him, not being able to- him becoming
helpless over time. It was frustrating in that he seemed to lose control
over a big part of his life. It was frustrating that he never was able to
control any part of that.
Teresa summed up her concepts of taking control of her health: "One thing that stands
out that I need to take care of myself because if l don't do, nobody else is gonna do it."
My World Controls My Health: Though Sherry who is a non-smoker and non
drinker described herself as very healthy, she expressed frustration with her chronic
headaches that she could not control:
I had a headache everyday. I woke up with a headache and I thought, "Is
this ever, is this gonna be like this forever? What can I do about my
headaches?" I went to the doctor and we did the MRis and everything on
my head to make sure I didn't have a bleed or, you know, a tumor because
it was like, wake up with everyday, go to bed with it everyday and for like
weeks at a time. Just a headache. I thought, "If it don't get any better than
this. This is a horrible existence."
Lynn, who was hospitalized during high school because she was too thin, e_xplicitly
expressed her lack of control over her health:
It's frustrating. Because you want to just jump right back into the healthy.
You just want the healthy automatically aµd you can't, so it's pretty
frustrating to me. (silence) It's like you want to get, you want to get healthy
again but it just never happens (laughing). It just never happens. So, I
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mean, I, you know, you can eat better and get some exercise in which I have
been trying to now. But you know, it's still frustrating. I plan on quitting
smoking the day of my pinning.
James, who said he is healthier now than when he was younger, expressed his need for an
external motivator to exercise:
I've done better with diet than I have exercise. It seems like just getting
motivated is a little difficult. I do better if I have somebody to exercise
with or somebody's that's a motivator. It seems like I always have, when
I'm doing better, I have a motivator near by and a positive, you know,
positive role model and if l have it to do on my own I don't do so well.
Donna, a divorced mother of two children, was one of several participants who perceived
time to be a major control of her health:
I found a lump in my breast and it's been there for I guess about a year and
I finally got it checked the other day and it, it was nothing. It was fluid
filled but I knew I had to do something about it. I just didn't have time.
That's such a poor excuse but I finally said, "Ok, today's the day. I'll go."
And Teresa, the full time nurse's assistant and mother of four said:
I work full time. I'm in school full time. I have four children. We just
bought a new house. I work nights. Go to school days. I don't eat as, I
mean fast food is very easy right now for us and I love to exercise, I don't
have the time. I've been to jazzercise with a couple of my friends but I
can't continue it once school starts back up. Just time-wise, there's just not
enough time . . . When we did cardiovascular, I definitely, the whole eating
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right and the weight and women with the cardiac disease and all of that
stuff. I mean and I know it. I know it in my head and th� to hear it
reinforced, I just think ''whew I really need to do something now about it."
It, it goes back to time again. I mean I know, I know what I have to do, it's
just that fitting it in is very hard to do, very hard to do.
Wanda, a newly married 28 year-old described that she lacked commitment to do what is
necessary to quit smoking, but believed she would have it later:
It's all about getting the mind-set first and once I get my mind set on
improving my health, the rest just naturally follows. You have to haye an
emotional and mental...what's the word? Commitment to it. I mean if
you're not committed to it then you're not gonna do it and you're not gonna
stick with it. Even though you may like doing it, you can come up with
dozen of excuses why you can't do it right now or you know. Like I can't
quit smoking right now because I'm. in school, you know. I go out to bars
and you know everybody else is smoking so I have to smoke and you know
I'm not committed to it yet. But it's, it's on the way.
Vicky, who described herself as a perfectionist; expressed her lack of control over an
illness:
I had that virus that was going around. I was doing some clinicals in the ER
and a bunch of patients came in with that gastroenteritis that was going
around with the nausea, vomiting and diarrhea and I caught it and I had to
miss a couple -of days of school for it, but I guess what really stands out is
just feeling like I didn't have as much control. You know being sick you
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don't have control over certain parts of your body. I don't know how
graphic I can be but ha, like in the ER there would be a patient, you know,
throwing up here and it coming out the other end because of the pressure
from the throwing up and stuff, so kind of a loss of control because of
. .

feeling _sick. Not really depressed but just down, you know, you feel achy,
you just feel bad� You know that something has invaded your body� you
know, and it's and it's really out of your control.
Teresa summed up her thoughts about how many people seem to lack �ontrol over their
health, including herself, in a curious way:
I just think that working in the fiefd that we're in, we do things so
detrimental to our bodies and we know, we know, what we're cioing and
yet we continue to do it. Just the same with my eating, I mean I know.
Every time I shove a double cheeseburger in my mouth, I know what I'm
doing. I can just feel it. But we do it anyway and that's just amazing to
me. It's amazing that the huge smoke outs at the back of hospitals where
all the doctors and the nurses and the respiratory people are standing just
puffing away on cigarettes and how we know and take care of people
every day that are dying for the very same things that we've done. That
we're doing right now. But what. . . �e we powerless to change it, or w�
just don't want to _change it or do we just not care? I don't know. That is
just, that we see it all and we take care of these people everyday but we're
doing it ourselves. And we go out there and d� the exact s�e things and
here we're teaching it on one end too. We're teaching smoking cessation
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and exercise and moderate diet and all of this stuff and yet we're not doing
it. We're not.

Feeling Good/ Looking Good
Feeling good/ looking good emerged as the dominant theme of the participants

when they discussed their personal health. Participants used phrases such as "I liked
myself," "I felt good about myself," "I looked good," "I felt confident," and "I had self
esteem." Many participants associated feeling good and looking good with being
younger, being thin, having energy, having a serise of well-being, and being active.
Sherry, a very thin 25 year-old who enjoys exercise said she associated being healthy
with looking good:
Feeling that I look good, feeling that I'm eating well, I feel good, you know,
I'm getting enough rest, that's what I think of when I think of a healthy
feeling . . . because when I exercise, when you do exercise, I feel like I have
more energy. I feel better about. I feel better about myself and just feel like

.. . . .

I'm getting more accomplished and not laying around all the time and not
·.

exercising. I just I go, I've started having the bad body image.
Lynn, the participant who was hospitalized for being too thin, said: "I just had a lot of
energy compared to now the energy I think, I think it just, I don't know and, maybe
some, you know the confidence also made, make, made nie feel healthier." Joann, who
said that she exercises as a way to relieve the stress from school, said "[running] gets my
heart rate up and keeps me in tone, you know and I just feel better about myself, my
whole body. My self-esteem goes up." Wanda said, "It was the whole physical thing
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that, the bum when your working out and strength training. I love strength training and
looking in the mirror and, actually having a butt. That's nice."
James, who was concerned about dying a� a young age from a heart attack because his
father did, said:
I'd run probably three miles a night on the track there and had a weight
training class as well some muscle. I felt pretty good. I was also watching
my diet. I had a roommate who was very diet conscious, so kind of ah, you
know fell into that a little bit and felt good, felt real healthy, felt good about
myself. I think it was having a routine and getting plenty of exercise and
having a good diet and, you know just helps your self-esteem too. You look
better, you feel better, you think more clearly, work better.
Donna, a divorced mother of two small children who was concerned about the amount of
pain medication she was regularly taking, associated health with-happiness:
I was happy and I wasn't sick but I had very good pregnancies because I
didn't experience morning sickness or n�thing like �at and I didn't get
sick with certain food so. I mean it; I've had really good pregnancies. It
was, that's probably the b�st I have felt in my life.
I: So having energy and anything else that stood out to you about that
time?
Donna: Just being happy. . .just being happy.
Vicky, a 36 year-old mother of three described her carefree youth and optimistic
thinking:
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I was just, I guess, and a part of that too was being young. I was an
optimist. I was carefree. I didn't have any concerns about my health. You
know and I really didn't have any concerns about the future for my health
obviously 'cause I was smoking. But you know just I guess that invincible
kind of attitude, you know, that you have when you're young.
Diane, who described herself as a very healthy ex-smoker spoke explicitly about her self
esteem:
I don' t always like the way I look like everyday, but I feel like my weight's
good, my skin looks Okay, I'm not overweight, I'm eating healthy, I know
that I'm not putting a lot of junk in my body. And I just, my muscles feel
good, and I don't know, I just wake up feeling good. I have good self
esteem. I look at myself with good self-esteem. It has to do with a-lot of
people around me. They make feel good about myself so, my husband tells
me I'm smart and I'm intelligent and that makes me feel good about myself,
he tells me that I'm pretty. My little boy tells me that I'm pretty and that
M;ommy's a good cook and everything .. Those things contribute: to me just
feeling good. I've got things to look forward to everyday.
Five of the participants spoke specifically ·about being thinner or weighing less as a
connection to their self-esteem, though only one of the participants was obviously
overweight. Lyiln explained that she felt healthier being thin despite the fact that she was
hospitalized for consequences of being too thin:
I was thinner and I think the energy was biggest thing for me. I just had a
lot of energy compared to now. And, maybe some, you know the
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confidence also made me feel healthier. I wasn't as winded, you know, as
I was before.
I: What is it about right now that makds you feel less healthy?
Lynn: Just that I've gained weight and you know in the past t�o years. I
don't do enough exercise now. I would like to. I'm not as motivated to
exercise now. My eating habits are horrible. And my mental, you know,
just concentration's off, energy's down, things like that.
Teresa, who has gained some weight, describes why she felt healthier when she was thin:
I was confident. I was very confident when I was healthy. I was thin. I
was attractive. I still love to look at pictures of me back then. I think that
that was the biggest thing is the self-confidence that goes with knowing you
look good and knowing that you're healthy. I don't feel young anymore. I
don't feel as confident when I go out. The self-confidence is gone. The
knowing that I look nice in my clothes, that kind of_thing. I think when I
was a teenager I knew I looked good. I didn't have any fat. I didn't wonder
if my butt was too big, or had I gained too much weight. I never worried
about how I looked when I was younger.
Vicky described a time in high school when she felt very healthy and compared it to a
time after she had children:
I was very skinny and I guess all the other girls in school were very jealous.
They used to say, you know, I was anorexic or I wore like a size three or
one even and you know, even one time I was turned away from giving
blood because I didn't weigh enough. I mean I was old enough but I didn't
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weigh enough so. I guess just because I was really thin. That was before I
had any kids. Oh, it was wonderful. I had all kinds of energy. I mean even
though I did smoke I just felt like I could run, I don't know, just any, any�
any amount of time I wanted to run. I could run and jump and hang in there ·
with the big boys. Well, you know after I had the baby I was heaviest I ever .
weighed in my life. I was embarrassed by it. I couldn't -fit into any of my
clothes.
Diane described why she thinks �at she is careful about watching her weight now:
I was always terrified of being the fat little kid. (laughs). So ifl eat a lot I
will put on weight, if not a lot. But I was always terrified that I would be
just this huge person in this swimsuit, and I would never wanted to get to
that point. And I think that has a lot to do with the way that I eat and the
way that I take care of myself, and I never wanted to get to that point. I was
probably eight or nine. I remember it being a big issue when I was eight or
nine. I started noticing all these female figures and I thought, " Oh no, you
know, I don't want to be one ofthese fat -people, I want to have this pretty
little figure"...I didn't want to look like that. I wanted to stay in shape so I
could feel good about myself. And be able to wear a swimsuit and not
worry what people thought about me.
Tracy described her experience with after losing 100 pounds as a teenager:
Oh the self-esteem that came with it. . You know it was wonderful. I .think,
you know I was morbidly obese. And now that I know what the term
means, I mean it was so, especially being the age I was, people calling me
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"fatty, fatty, two by four." The name calling just really beat you in the dirt.
But I had very, very good parents who didn't let that totally wipe me out.
They supported me whatever I chose to do. So I think the appearance, I
began to care more about i:nyself. And it kind of stuck with me, not that I
was obsessed with just looking good, as the outward appearance, but I was
looking in the mirror going "yes I [did] it," the self-confidence, the self
esteem that it brought with it, is what drives me to want to do so. I'm a firm
believer in "for someone to love me, I've got to love who I am and what I
am." So I've got to like what I look like, what I think and how I feel for
other people to be able to accept me.

Summary
This chapter presented the results of the research study related to the beliefs and
· attitudes that the nursing students had about their personal health experiences. The
participants in the study grounded their health experience in Time and the Body. The
themes that stood out for them included caringfor myself/ caringfor others; I control_ my
health/ my world controls my health; I have energy/I'm tired; and feeling good/looking
good. Caringfor myself and caringfor others were usually described as in competition
to each other. Control of health took on an active and passive component such that
control was experienced as either through the individual or through the world or both.
Feeling good/ looking good emerged as the do1ninant theme that the participants shared.
The next chapter, Chapter Five, will present a discussion of the research findings along
with implications for theory and practice in health education.
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CHAPTER FIVE
Discussion

Opening Remarks
.

. .

The purpose of this study-was to examine the experiences of student nurses
related to their beliefs and attitudes about their personal health. This purpose was

achieved through phenomenological interviews with eleven senior nursing students
seeking an associate degree. Chapter Four provided the results of the analysis of these
interviews and presented the themes feeling good/looking good, which became the
dominant theme; caringfor myself/caringfor others; I control my health/ my world
controls my health; and / have energy/ I'm tired. The contextual grounds for the them�s
that emerged during the analysis were Time and the Body. This chapter will provide a
discussion of those results including relevant connections with .current theory and past
research. The implications for teaching practice are suggested, and recommendations are· ·
made for future research.

The Contextual Grounds
Through· their conversations about their experiences, the nursing students
provided descriptions that were situated within the contextual grounds of Time and the
Body. Time emerged as the first ground. Temporal language was liberally used by the
participants in such a way that it appeared to be richly meaningful and utterly significant
to the participants when they described their experiences about health. They commonly
placed their health in the past-present-future tense and made frequent comparisons
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between the now, the past and the future. They often perceived time as a barrier between
health and their present state of being, but paradoxically they did not talk about how long
it takes for them to be healthy. They seemed to say that in their world of priorities, health
was sometimes perceived as a luxury that time prevented them from affording. Time was
viewed by several participants as being in the context of a routine, cycle or habit. These
.

. .
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participants seemed to visualize varying degrees of health as part of a daily schedule.
Several participants indicated that eating a healthy diet takes more time than eating an
unhealthy diet; fast-food was mentioned as a common culprit. Most participants were
able to present distinct times within their histories that were significant to them because
of the way that health seemed to stand out from its usual state.
As humans, Time is a contextual ground for much of what we do and how we live
in both a personal and a general way. It is used to mark significant events and to measure
all types of human endeavors including how we make progress, when we eat and how we
age. A number of the participants situated youth as a time of being heal�y, and a
surprising number_of these participants described looking at photographs as a way of
comparing their ''now" health experience with another time of health. Some participants
equated this healthy youth as a carefree time, though not necessarily a time highlighted
with common medical indicators of good health. In one participants words:
A part of that too was being young. I was an optimist. I was
carefree. I didn't have any concerns about my health. yOU know and I
really didn't have any concerns about the future for my heal� obviously,
'cause I was smoking. But you know just that, I guess that invincible kind
of attitude, you know, that you have when you're young.
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It is unfortunate that so many of the participants viewed time as a constraint on
their health. As seen in Figure 4.1, the theme / control my health/ my world controls my
health is seen to sit squarely within the context of time. For these student nurses, time

was viewed as an obtuse obstacle against their attempts at being healthy. These results
are consistent with those of Marilyn Dapkus (1985) who concluded through her
phenomenological study of 20 people's experience with time that time is often viewed
within a frame of limits and choices . .
Maurice Merleau-Ponty believed time to be no different than any other·
subject/object relationship. He believed that time was reflexive within the individuals
experience and perception, that it was imbedded with the individual, and that both past
and future are always fused with the present. In Phenomenology ofPerc�ption
(1945/1962), he _states:
With the immanent future, I have the horizon of past which will surround
it, and therefore my actual present as the past of that future. Thus, through
the double horizon of retention and protention, my present may cease to be
, a factual present quic�y carried away and abolished by the flow of
duration, and become a fixed and.identifiable point in objective time. (p.
69)
And:
Space and time are not, for me, a connection of adjacent points, nor are
they a limitl�ss number of relations synthesized by my consciousness, I
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am not in space and time, nor do I conceive space and time: I belong to
them, my body combines with them and includes them. (p. 140)
Thomas and Pollio (2002) are thus able to provide classic examples of the
personal meanings of the experience of time, how clock-time and personal time
become disconnected from each other · so that an accurate accounting of time may
be lost, and they describe how children have entirely different perceptions of the
passage of time than adults. Time for this group of participants was uniquely
personal in the same way such that their perceptions of it were largely connected
to their experiences in the world.
The participants' descriptions were clearly and deeply situated within the Body�
For the participants and for the rest of us, the body is all that we are_ personally,
psychologically, physically and spiritually. It is our being-in-the-world; our body as
lived. It includes the conceptual self-image, culture, history, emotions and sensations.
The participants frequently talked about how they felt and how they moved, and they
· freely described the condition of their physical and psychological selves as they described
their emoti�ns, the changes they observed in their bodies, and the actions and activities
that they associated with health. Their language was deeply embedded with "f', "my'',
and "me" instead of ''them" and ''they." They spoke of their fears of death. They spoke
of memories so powerful that two participants were moved to tears. They spoke of
people they loved. Many spoke of losing someone they loved in death. They spoke
about times when they were angry or in pain. They spoke of their regrets and aspirations
for the future. All of these conversations were in the context of their personal health.
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Health to these participants was a very personal subject, not only because the
information they shared was private, but also because what they shared was a significant
part of who they are as people, as corporeal bodies embedded in their unique humanness.
Pollio, Henley and Thompson (1977) as existential phenomenologists recognized the
human body as the core of a deeply personal and unique existence and. not an object of
detached observation: ''The body is both familiar and unfamiliar. It is fatefully mine,
vulnerable as any other object in the world, necessarily impenetratable and strange to me.
As it is mine, it may be available or unavailable to

me" (p. 67).

The Themes
Within the grounds of Body and Time, I control. my health/ the world controls my
health emerged as a significant theme for the participants. They described elements of

internal controls, those things within the individual that allowed them to perceive a
freedom in their decisions about what they did and didn't do with their bodies; and they
described outside controls that seemed to be perceived as devices that controlled health
from some domain outside of the individual. When the participants talked about
controlling their health, they talked about their ability and power to do what they believed
to be a healthy practice without significant encumbrances. These participants saw
themselves as being in the metaphoric driver's seat of their health. Other participants
described varying degrees of barriers that limited their choices about health, time being
the most common; but the responsibilities of family, work and school were commonly
mentioned as well. These represented those things in the world that maintained control
of the individual's health.
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There are two theories that could help to underpin the discussion of the control of
ones health, the first of which is Albert Bandura's (1994, 1997) theory on self-efficacy.
According to Bandura, perceived self-efficacy is defined as a person's beliefs about their
ability to produce designated levels of performance that influence the events of their
lives. Bandura (1997) differentiates between seif-efficacy and self-esteem by explaining
that self-efficacy refers to a person's judgment of their personal capability, while self
esteem is concerned with judgment of self-worth, and he further notes that there is really
no relationship between whether or not one likes oneself and one 's beliefs about their
own capabilities (p.11). The products of self-efficacy are thoughts and behaviors that
include cognitive, motivational and affective processes. According to Bandura , a strong
sense of self-efficacy enhances well-being and accomplishment and engages people to set
and meet challenging goals for themselves. Those with a weak sense of self-efficacy, on
the other hand, tend to dwell on their personal deficiencies and failures.
Bandura (1997) proposes that there are four main ways that one gains a strong (or
weak) sense of self-efficacy. They are: through success in mastery of ex_periences,
through observance of self-effective social models and comparison with one's own
experience, through the verbal and social persuasion of others,. and through a reduced
negative emotional self-concept when judging one , s own capacities (p. 79). With the
· acknowledgment that life is strewn with difficulties and frustrations, Bandura suggests
that people should create an environment that supports self-effective behavior, and they
should adjust their decision-making so that they are enabled to activate their efficacy
processes, for example through their career choice or family situation. It is the highly
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self-efficacious person, through a sense of optimism and well-being, who is able to
weather greater obstacles as well as achieve in innovative ways.
Bandura suggests that the agents of self-efficacy include family, peers and
schools. These agents serve to cultivate and ultimately set the social and cognitive·
.
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processes that drive belief in one's abilities and skills. Adolescence proves to be a

particular time of influence in the development of self-efficacy because of the increasing
social importance of peers. During adolescence, new and more troublesome dilemmas
present themselves and risk-taking becomes more common. These processes invite new
possibilities for development of efficacy.
Young adults may be further challenged as many transition into the workforce or ·
into parenthood perhaps before they are socially ready. Bandura says that women are
more likely to suffer the stresses and strains of this period than men because of the larger
competing roles ofparenthood and career. Other phases of adulthood such as middle life
and the aging years present their own series of complexities that create new demands on
the agents of self-efficacy.
Bandura ( 1 997) believes that there are two specific ways through w?ich self
efficacy permeates one's health behaviors. First, he explains that self-efficacy has a
proven direct relationship to stress which has been known to impact many diseases
including the common cold, heart disease, many pain related problems, and cancer,
through the impact of stress on the autonomic nervous system and ·the Immune system
.,

(p.262). The second way that self-efficacy mediates health is through health-promoting
behaviors (p. 278). This mode of self-efficacy is affected by both the strength of the
belief held by an individual that he or she can succeed in the pursuit of a health1 10

enhancing habit, and also by his or her ability to call up personal self-regulatory systems.
Bandura mentions specific health behaviors can be addressed in this way, including
substance abuse, control of diet and exercise. Bandura emphasizes the importance of
these behaviors because they help to control chronic diseases such as arthritis, heart
disease and lung disease. He proposes that when teaching someone a health enhancing
behavior, it is vital that the communication be framed in a way that ·it encourages the
belief in a capability to succeed, and that it be an ongoing process that offers renewed
support after failed attempts at the new behavior.
Perceived self-efficacy is concerned with people's abilities to exercise control
over their lives, to make good choices about their lives, to be resilient, and to improve
life's quality. Success in life to some extent demands that people perceive themselves to
be self-efficacious. Many of the participants in this study were balancing the roles of
parent, wife/ husband, employee and student. Many of the particip�ts expressed a
perceived ability to control their health, but others did not. Teresa, for example, has
explained that she just bought a new house, and had commented that she took more of the
initiative in that process than her husband. Teresa, a bright, confident and attentive
conversationalist, described a loss of ability to control certain aspects of �er health
because she is too busy:
I work full time. I'm in school full time. I have four children. We just
bought a new house. I work nights. Go to school days. I don't eat as, I
mean fast food is very easy right now for us and I love to exercise, I don't
have the time. I've been to jazzercise with a couple of my friends but I
can't continue it once school starts back up. Just time-wise, there's just
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not enough time . . . And I know it's stress because I'm coordinating
daycare and school and their school and my school and husband's
schedule and my schedule and work and buying a new house and all of
that stuff so my stress level is sky high. My time is next to nothing and so
I've got all those complaints in between. I like to tease about that little ·
check-list for depression. Can you check 'em off? Do you not sleep at
night or do you have all these aches and pains that you're sure are �ot
there? I do, I just like sit my room crying and I think I can not get up
. again if the house were on fire.
What Teresa describes is a loss of control of her health, which in her list of priorities,
seems to come near the end.
Other researchers have in fact found relationships between self-efficacy and
health. Jayanti and Burns (1998) found relationships between increased self-efficacy and
preventative care· including a well-balanced diet, exercise, and avoidance of tobacco
products. Wulfert and Wan (1995) found a relationship between higher self-efficacy and
college students' use of condoms. Conn ( 19 �8) found self-efficacy to be a strong
predictor of exercise in older adults, and Hale and Trombetta ( 1996) found increased self
efficacy in women who are proactive in protection against sexually transmitted diseases.
Two separate studies, those of Gonzales (1 990) and of Egbert and Parrott (2001 ), found
that self-efficacy was higher in women who performed self-breast.examinations.
Anderson, Winett and Wojcik (2000) found higher self-efficacy to be associated with
selection of more nutritious foods while shopping.
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The second model that could be used to underpin the control ofhealth themes of
the participants of this study is known as health locus of control. The basic construct of
the Health Locus of Control Model (Wallston, \Vallston, Kaplan and Maides, 1976;
Wallston, Wallston, and Devellis, 1978) was derived from the Social Leaming Theory
(Rotter, 1966), which basically states that an individual learns on the basis of his or her
history of social reinforcement. Health locus of control is the degree to which the person
believes that their health is controlled by internal and'external factors. A variety of Likert
scales have been developed to measure health locus of control (and other psychosocial
issues of control) since the original scale was developed by Wallston and his colleagues
(1976, 1978). There are three distinct subsets of health locus of control according to
Wallston and his colleagues (1978): a) health is controlled by internal processes so the
individual assumes more responsibility for health; b) health is controlled by more
powerful others such as physicians and hospitals; and c), health is the result of chance;
fate or luck and is out of the individual's control.
An individual with a high internal locus of control might be more informed about
his or her health status, might be more likely to engage in the preventative aspects of
_ health, or might be less likely to engage in behaviors that are known to place health at
greater risk. The individual with a higher extemal locus of control might be more likely
to assume that his or her behaviors are unlikely to impact health in either a positive or
negative way, and believing his or her actions made littl� difference, might be more likely
to engage in behaviors that are unhealthy.
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Locus of control and its relationship to health has been the subject of many
extensive research studies, soine with a behavioral orientation and others that are
outcome oriented. Areas of physical and mental health that have been the subjects of
locus of control research include anxiety, stress, morbidity, mortality, preventative care
· such as dental hygiene, pap smears and vaccinations, consumption of healthy foods,
alcohol consumption, smoking, seat-belt use, and exercise. The results of these studies
vary, with some results showing a very strong association between locus ·of control and
health, others studies showing an inverse relationship between locus of control and
health, and still others demonstrating no effect of locus of control on heath.
One particularly large study worth mentioning is that of Steptoe and Wardle
(2001). This study examined health locus
of control
and health values with ten common
.
.
health behaviors ( exercise, seat-belt use, smoking, alcohol consumption, breakfast, tooth
b�g, and consumption of fruit, fat, fiber and salt) in over 7000 university students in
Europe_. These researchers believed that many previo� locus of control studies used
inappr<?priate correlational techniques and t�t smaller sample sizes may have created
inconsistent results due to a lack of statistical power. They proposed that because locus
of health control is such a large amalgam of beliefs, attitudes, preventative behaviors and
illnesses, the nearly limitless range of factors has created muddied research results. They
also c�mmented that because a broad range of cultural, religious, political,
socioeconomic, and demographic factors influ�ce health, many samples used in past
studies were so heterogeneous that clear results may have been obscured. _In their study,
they used not only conventional correlational analysis, but also multivariate logistic
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modeling which allowed them to assess the odds of engaging in a behavior with graded
changes in multi-dimensional health locus of control scores in order to determine a
relative risk. Additionally, they repeated the analysis only in those individuals who
valued their health highly. Their methods in es·sence allowed them to fairly analyze
many behaviors within a single study� To measure locus of control, they employed· the
most widely accepted measure to date, the Multidimensional Health Locus of Control
Scale (MHLC) (Wallston et al, 1978), which measures internal l�cus of control as well as
two separate areas of external control; powerful others and chance. They found positive ·
correlations between internal locus of control and exercise, fiber intake, avoidance of fat,
and avoidance of salt. They found that chance was negatively correlated with smoking,
exercise, alcohol consumption, breakfast, fruit intake, fiber intake �d avoidance of fat. ·
They found that belief in powerful others was positively associated with low alcohol,
eating fruit, and fat avoidance, but was negatively associated with teeth-brushing. They
found that this pattern of association was not significantly altered by performing a
separate analysis on those who had a higher v:alue about their health. Although their
correlational values were modest, they were able to show that the relative risk for an
individual to carry out he althy behaviors when a strong internal locus was present ranged
from 40% to 70% higher than in those individuals with . a strong external locus. Their
study demonstrated a relatively strong link between some health behaviors and locus of
control, but it also established that not all healthy behaviors can be associated with locus
of control, at least in the college-age sample that they studied.
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One other study is worth specific mention because it specifically examined the
health behaviors and locus of control in a sample of nursing students. This study by
Callaghan (1998) used questionnaires and the MHLC scale to study the behaviors of 1 14
licensed nurses attending part-time educational courses in the University of East London.
This group was 84% female, and consisted of people of mixed ages (the mean age was
35), backgrounds, marital statuses and ethnicities. They found that a higher locus of
control was significantly associated with eating less red meat, eating three meals per day,
and eating fewer between meal snacks, but that it was not associated with 12 other
common health behaviors including alcohol consumption, smoking, exercise, seat belt
use, driving within the speed limit, regular pap smears and regular dental examinations.
The participants described clear associations between health and energy or being
tired. They described feeling energetic not only from exercising and eating a healthy

diet, but from smoking, drinking water and being thin. This concept may help illuminate
why some individuals do not perceive the health risks associated with activities that
provide energy such as smoking and the regular consumption of caffeine, alcohol and
certain drugs. As long as people associate feeling energetic with health and being tired
with illness, in the absence of any obvious health problems, they may be more inclined to
continue those unhealthy behaviors that provide them energy. Many adolescents who
participate· in risky activities may do so in part for the energy it provides. A high level of
energy, while it may be a real indicator of health status, may also provide a false sense of
.
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security about one's health.
Many participants talked about their health in relation to an interpersonal
connection with others. This emerged as the theme of caringfor myself/caring/or
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others. Most commonly, this need, desire or responsibility to care for others was
..

expressed as a belief that "I must be healthy so that I can care for o�ers," or "I can't be
healthy because I must care for others." Two participants described an experience of
declining health that offered them an escape from caring for others. Two other
participants described life and death dilemmas surrounding health. Recall Tracy's
statements as she remembers being critically ill and in the hospital:
Mainly being scared was leaving my family, leaving my husband with
three children. As far as death itself, I was very settled with that if that
had come. It had crossed my mind, laying there in a dark room by
yourself, its like "Okay, what's going on, I'm by myself, there's no nurses
around, I know too much about medicine," umm, no I was, as far as death,
my life's prepared to go on if that had been the call, if God had called it
that day. I was scared for my family, my children, not growing up with a

. . .

mom, and things of that nature, cause I had fiiends that had to deal with
that. It was more for other people than myself.
Aspects of the '�ustice" and ''responsibility and care" mo� orientations as
proposed by Kohlberg and Gilligan may relate to this theme. Whether or not these
participants viewed health as a moral issue depended entirely on how they viewed
morality. If the participants had viewed morality through a Kohlbergian orientation of
rules and justice, then presumably, one would have expected to see language that would
support this orientation; for example, the participants would have commonly made
reference to "doing the right thing," or following cei1ain rules or guidelines with respect
to one's health. The participants would have also been likely to make reference to the
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representatives of authority of health such as physicians. Although there �ere occasional
references to rules, justice and authority, this did not emerge as thematic.
Caring/or myself/caring for others, however,

emerged as a strong thematic idea

for the nine female student nurses, but not for the two male student nurses. . The phrase,
"I must be healthy so that I can care for others," represents the "care" orientation
described by Gilligan (1982), and the phrase, "I can't be healthy because I must care for
others" is the heart of the "responsibility'' orientation. In the care orientation, the
connections that women make through their relationships with those they care for
becomes a construct through which they create their structure and knowledge of the
world. In this responsibility orientation, women resolve conflicts by trying to
understand situations in the context of each person's needs and perspectives· and by doing
the best possible for everyone involved as opposed to invoking abstract principles and
rules in their attempts to resolve conflict.
The female nurses commonly described altruism and self-sacrifice in their
descriptions of experiences related to health, which is clearly consistent with Gilligan's
first moral orientation, Goodness as Self-Sacrifice. The participants seemed to describe
moral wrongness in the sense of their health as a behavior that would bring harm to
another. Recall Wanda's words about becoming healthy for her"yet unborn children:
I love to smoke. I know it's bad for me. I know I need to qwt and
I'm gonna quit cause I don't believe in smoking while your pregnant and
we're looking for having kids. That's not their choice. It's my choice to
smoke and I don't believe in forcing something on other even though you
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know, their not born yet it's still something a decision that they can't make
for themselves so I have to make it for them ... [I need to be committed to
health] especially after I have kids because...or before I have kids actually
because I want to train my body into being healthy for them and then I, the
way I see it, if I start before they're born then after they're born, it just
naturally follows that I'll stay in those habit because they will have become
habits, so .. .I think it's really important, well, not, it's not so much about my
personal health as the health of children because I'm very passionate about
. that. Again it's not as, it's not a decision they can consciously make for
themselves, it's something that parents need to do for them.
, There is an obvic:>us te�sion between the two parts of the theme, caring/or myself
and caringfor others. This finding is consistent with a number of studies and essays
introduced in the review of the literature that focused on the tendency of nurses to neglect
their own needs in order to care for others. Arnold (1990) believed that this behavior is
partly associated with the way nurses are rewarded for focusing on patients rather than
: themselves, and also proposed that medical systems are structured so that they tend to
perpetuate these behavioral constructs. The care-taking roles of nurses and women are
highly valued in our society. Many women, nurses and non-nurses, are able to balance
the demands of their roles while others are willing to sacrifice their health. It is critically
important for each woman to find a way to balance her life so that health is not a spare
time activity but a priority, and it is the responsibility of women to challenge
. organizational structures that limit their abilities to be healthy.
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Many of the female participants in this study clearly described many conflicting
roles including that of employee, parent, mother, wife and student. These roles in
constant conflict challenged their ability to be healthy. Rather than give up one or more
of their roles, they choose to allow health to drift out of their immediate control. As they
described their dilemmas, their words seemed to echo those that Belenky (1986) and her
fellow researchers in

Women 's Ways ofKnowing:

These women want to embrace all the pieces of the self in some ultimate
sense of the whole-daughter, friend, mother, lover, nurturer, thinker, artist,
advocate .. They want to avoid what they perceive to be a shortcoming in
many men-the tendency to compartmentalize thought and feeling, home
and work, self and other. In women, there is an impetus to try to deal with
life, internal and external, in all its complexity. (p. 137)
This group of participants did not perceive health behaviors in the context of
"good and bad," or "right and wrong" orientation. In essence, these participants solve
their health-related similar to the way they would any moral problem; using a care and
responsibility orientation, with the only acceptable health-related decision being one that
takes into account the impending needs of others.
Feeling good/ looking good emerged through phrases such as "I improved my

self-esteem," "I liked myself," "I felt happy," or "I was confident." For these
participants,feeling good/ looking good did not seem to be associated with any precise
standard measure of health such as blood pressure or triglyceride level. It was more
associated with feelings of well-being, energy, happiness, and satisfaction with the
physical body in terms of its attractiveness to the self and others.
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Feeling good/ looking good was connected strongly
have energy/I'm tired; caringfor myself/caringfor others;
world controls my health .

with · the three other themes, I
and I control my health/the

Feeling and looking good seemed to be derived from a sense

of having control over the body in the whole scheme of the demands of the world, and
deriving a sense of pride in themselves through their health-related accomplishments.
They described satisfaction and dissatisfaction with the body's appearance, with their
abilities and disabilities, and described health through a context of gaining the acceptance
and approval of others. The participants most often associated losing weight, being �
or exercising with self..,esteem and confidence, and the terms "energy'' and "feeling good
about myself' were often used within the same phrases.
Feeling good/ looking good seemed

to emerge as a culmination of the

participant's measure of whether they believed themselves t� be healthy people, but for
the females,feeling good/ looking good was often constrained by the need to care for
others, especially those in the family.

Feeling good/ looking good was very

closely

associated with the physical body, and was observed to be a very fluid perception based
on the many inexact surroundings in each participants world. Their perspectives were
consistent with Merleau-Ponty' s (1945/1962) ''being-in-the-world" description of the
body and its experience. Merleau-Ponty proposed that it is impossible to separate the
world from the physical body, and in fact, proposed that the world exists only through the
body. The body is the carrier of all perceptions including mortality. The body's
resiliency is related to personal efficacy, and body image is related to experience.
Merleau-Ponty used two examples to support his phenomenological philosophy of
the body, the first was the phantom limb phenomenon, and .the seco:nd was agnosia due to
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stroke. In both cases, he argues that the body scheme is developed through one's
experience with the world, and is essentially the picture one has of him or herself as it
intersects with the world. Experience therefore creates the person's body image, so that
through one's experience, the body image may be fluid and dynamic based on its
interaction with the world. When people draw pictures of themselves or look at
themselves in the mirror, ther note specific things in greater or less proportion than
another would. The body contours are not very well defined, and this allows the body to
be distorted in each person's perception. Merleau-Ponty used the term 'lived body' to ·
describe this combination of the body's behavior and cognition, and he differentiated
lived body from the body as an object, or the 'coipoeral body.' Behavior and self-image
are therefore in a fluid relationship to the being-in-the-world, and this group of
participants seemed to describe that they associated being healthy with their self-image.

Implications for Education
· Educators of health and the sciences are_bound by principle to help students
achieve health-related goals both for themselves and for their future patients. Educators
are undoubtedly aware that this is a more difficult task than some other educational
endeavors. For those who have attempted to teach healthy behaviors and have failed to
achieve results, it is not often clear whether the missing link was motivational, affective,
cognitive or practical in nature. Whether or not the educator succeeds or fails in the
process, what does become clear is that there is no single method or group of methods
I

I

that are consistently effective for teaching people to be healthy. Educational programs
are often guilty of teaching health behaviors as if the process could be satisfied with a
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standard curriculum of facts about morbidity and mortality that should be consumed,
digested and applied. Facts an� methods comprise a foundation of learning about health,
but an understanding of the basic belief system held by the audience is also
unquestionably essential. Limiting the definition of health to the western disease model
that lies somewhere between the dialectics of normal and abnormal; and between illness
and wellness, fails t� capture the essence of what people believe about what it is to be
healthy. In the case of these participants, health is to have energy, to connect them with
those they care for, and within the limits of their control, is.to help them look positively
at themselves.
There are at least three areas to which the application of this research may
penetrate education: the general education of students about he�thy principles, the
education of nurses to nursing students, �d the �ducation of patients by nurses.- This
research project therefore provides applications for education both within as well as
outside of the health disciplines. Educato� of the sciences in particular play a large role
in preparing students for their careers in health especially from the middle school through
college levels, but elementary students are_ also capable to building their basic
construction of what behaviors are required to maintain health. Specifically, educators
should focus on real-life applications of the sciences toward health.. Students should
come away from the educational experience ripe with ideas about how to apply principles
· of science and mathematics to their own �odies . . Methods that focus on the health of
others instead of the individual ar� abs�act, while methods that focus on personal health
are situated within the meaningful body of the individual where they can be applied
personally. These ideas take on meaning such that when the learner becomes the
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instrument of teaching another, the information becomes real and contextualized instead
of abstract and inconsequential. Bandura ( 1 997) has suggested that when a self-efficacy
model is used as a basis for health education, that people have a greater potential for
being successful in implementing permanent changes that can improve their health than
when standard health education methods are used.
The pursuit of effectively teaching health r�lated p�ciples should be important to
all educators but especially nursing educators because it helps them to improve their own
lives in addition to those of students and patients. Nurses are in a unique position to
serve as role models and to engage the sick and injured in conversations that could have
lasting impact on their health and behaviors. The nurse's role as an educator extends
beyond the classroom into the role of con�dant, coach, motivator, and role model.
Nurses should seek ways in which they could improve their service to students and
patients in their role as an educator. The nurse can begin this process by engaging people
in conversations that will expose what people believe and value about health, and they
should use that information to create a unique learning environment for each patient.

Implications for Future Research
The discipline of health education is in need of research that can further describe
what people believe and value about being healthy. Further qualitative research could
serve to enhance the vision of health that has already been described by an abundance of
quantitative research. These studies should be extended to a range of cultures,
occupations and ages to examine both what people share in common and how they differ
in their beliefs about health. Nurses and student nurses in particular are an excellent
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group to study further because of their enhanced knowledge of health and because of the
great potential they have far impacting the health of others. Ultimately, educators need to
find effective methods to facilitate healthy behaviors rather than teach healthy behaviors.
Future research should also focus on effective methods that could enhance our existing
teaching methodology.
These participants seemed to say that their health is connected to their self-image.
This concept will require further investigation to corroborate and determine a more
precise nature of this connection. Finally, the results of this resear�h project suggest that
men and women may differ in their beliefs about health. Specifically, this study
demonstrates that women solve health-related problems similar to the way they solve
moral problems, that is through an orientation of care-and responsibility. Future studies
should be done both to verify this finding, and also to see if men use a similar or different
orientation than women when they address their health problems.

Concluding Remarks
The purpose of this study was to examine the experiences of student nurses
related to their beliefs and attitudes about their personal health. The purpose wa.c;
achieved through phenomenological interviews with eleven senior nursing students
seeking an associate degree. Results obtained through analysis of the interviews
produced the common figural themes of I have energy/ I'm tired; I control my health/ the
world controls my health; caringfor myself/caringfor others; andfeeling good/looki.ng
good. These four themes were contextually grounded within the constructs of Body and

Time.
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What an individual believes about health ultimately defines their description of
healthy and unhealthy. In tum, these beliefs and attitudes about health have great
implications on the way personal health is maintained through the individual's lifespan.
An improved understanding of people's beliefs and attitudes about health could offer
significant developments in the way we talk about health, teach health and manage
health. This research is important because it provides a basis for understanding the health
of others, and because it directs future research in directions that coul� further enhance
this understanding.
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Appendix A
Consent To Participate in Research Project
The Attitudes and Beliefs ofNurses About Their Personal Health
My name is Beth Vowell, and as part of my doctoral dissertation, I am investigating the
. health habits of nurses using an interview.· This is a �uman research project. The
interview is entirely confidential. During the interview, you will be asked to· describe
your experiences about your personal health and also to describe the relationship between
your health and your future role as a nurse and your present role as a nursing student.
Your name will not be used in any public forum, and any comments you make that could
be published or made public will not be associated with your identity. Any identifying
information such as your place of employment that is given during this interview will be
given a pseudonym SO that it cannot be identified with you. YOU are welcome to refuse to
answer any questions that you are not comfortable answering for any reason, and you
may be asked to be excluded from the study at any time. You may conclude the
interview at any time once started. Your participation is completely voluntary and there
is no penalty for withdrawing from the study at a later date. The interview will last
approximately ninety minutes. You may be called io participate in a shorter second
interview. I would like to tape record this interview in order to prepare an interview
_transcript that I can study and I may refer back to the recording at some later date_. I will
compare all completed transcripts and try to develop common themes from all the people
I interview. The tape recording will be transcribed by me and will be kept in my
possession at all times. No person other than myself will have access to the tape. The
tapes will be destroyed after the study is completed. A copy of your transcript as well as
this completed research report can be made available at your request. The interview
should impose very minimal risk or benefit to you. You will not be due any royalties as a
result of any publication of the completed research, not will you be due any medical
treatment for any injury you sustain as a result of your transportation to participate, or
your participation in the study, not will you be eligible for transportation costs. Your
signature on this informed consent indicates your desire and ability to participate in this
interview and survey, and that you understand what has been explained in the above
statement. Y6u may contact me at any time with questions. My phone number is 865927-9808, and my e-mail is mvowell@utk.edu.

Your name and age (please print)
Your Signature
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Appendix B
Transcribers Pledge of Confidentiality
The Attitudes and Beliefs ofNurses About Their Personal Health
As the transcribing typist of this research project, I understand that I \\till be hearing tapes
of confidential interviews. Research participants who participated in this project on good
faith have revealed the information on these tapes that their interviews would remain
strictly confidential. I understand that I have a. responsibility to honor this confidentiality
agreement. I hereby agree not to share any infom1ation on these tapes with anyone
except the principal investigator of this project; Maribeth Vowell or the co-principal
investigators Dr. Claudia Melear. Any violation of this agreement would constitute a
serious breach of ethical standards and I pledge not to do so.

Transcribing Typist______________
Printed Name---------------Date-------------------
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Appendix C
Interview Guide
The Attitudes and Beliefs ofNurses About Their Personal Health
Tell me about a time when you really felt healthy. What stands out to you about that
time?
Tell me about a time when you felt unhealthy. What stands out to you about that time.
Tell me about a time when you tried to improve your health. What stood out to you
about that?
Tell me about a time when you had to teach something to a patient about their health.
Tell me about an experience you in nursing school that made you think differently or act
differently about your own health.
Tell if there has �ver been a time when your personal health felt threatened, and describe
that.
What stands out to you about your health now?
Do you have anything else you'd like to add?

140

Appendix »
Research Team Member's Pledge of Confidentiality
The Health Related Behaviors and Attitudes ofStudent Nurses
As a member of the research team, I understand that I may be reading transcripts of
confidential interviews. I understand that the subjects involved have been told in good
faith that information revealed in the transcripts will remain confidential. I understand
that names and other identifying information have been eliminated from the written
transcript. I hereby agree not to share information contained in the transcripts outside of
my role as researcher with any person other than a co-researcher, the principal
investigator or co-principal investigator. Any violation of this agreement would constitute
a serious breach of ethical standards and I pledge not to do so.
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